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HE FOLLOWING cases are presented to illus- 

trate some of the more interesting diagnostic 
entities and to show some problems of diagnosis 
or management recently encountered. With one 
exception, the cases deal with lesions above the 
rectosigmoid junction. Lesions of the rectum 
are not included in this presentation because they 
do not properly belong in the field of x-ray diag- 
nosis. Such lesions may often be found by radio- 
graphic means, and x-ray examination of a known 
rectal lesion may be of help to the surgeon by 
indicating its size and position, but it must be 
recognized that the accuracy of roentgenologic 
diagnosis falls off very rapidly below the recto- 
sigmoid junction. The barium enema cannot be 
relied on for the exclusion of pathologic condi- 
tions in the rectum or even, sometimes, in the 
rectosigmoid flexure. It follows as a natural cor- 
ollary that every patient who is referred for x-ray 
examination of the colon should also be subjected 
to sigmoidoscopic and digital examination. 

Increasing experience indicates that the con- 
verse of this principle is also true, that all patients 
of middle age or older who present rectal bleeding 
or change in bowel habit should be examined by 
barium enema even though clinical examination 
of the anus and rectum has already demonstrated 
a possible cause of the symptoms. The three 
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methods of examining the colon—digital, sig- 
moidoscopic and roentgenologic—are not competi- 
tive because each examines a different portion 
of the colon. Therefore, every patient presenting 
symptoms of colonic abnormality should be exam- 
ined by all three methods. 


Full use of microscopic control is, of course, 
essential, both for management of the patient and 
for guidance in the development of clinical diag- 
nostic skill. 


Case Reports 


Case 1.—C. A., a boy, aged two and a half, had recent 
rectal bleeding. Proctoscopy was negative except for 
petechial hemorrhages in the lower rectal wall, indicat- 
ing moderate anorectal prolapsus due to straining. 


Rectal bleeding in a child places upon the roent- 
genologist the responsibility of finding or excluding 
polyp of the colon. This may be extremely difficult. 
Good preparation is essential, and careful fluoroscopy 
and filming are needed. Too great reliance should not 
be placed on a negative report in this situation, as it 
is not uncommon to find the lesion only after two or 
more examinations have been made. 

Polyp of the colon is revealed by barium enema as 
a rounded filling defect within the lumen of the colon. 
Proof of constancy of size and position is necessary 
because such a shadow may also be produced by a 
round fecal mass. This group of films (Fig. 1) showed 
a shadow in the same portion of the descending colon in 
each of three different situations: with barium filling, 
after evacuation of the barium, and after injection of 
air. In addition, it was seen fluoroscopically and could 
not be manipulated out of position. This case, there- 
fore, fulfills the criteria for roentgenologic diagnosis of 
solitary polyp of the colon. Sometimes the lesion can 
be seen in only one of these three types of film, and 
then recourse must be had to re-examination in order 
to rule out artifact produced by fecal material. 

The air film also reveals the characteristic clumping 
of the barium on the surface of the lesion. 

Operation consisted of sigmoidotomy with complete 
removal of the polyp. 

The surgical specimen was a mushroom-shaped polyp, 
16 mm. in diameter, possessing a well-defined stalk, 
which had normal colonic mucosa attached to its base. 
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Microscopic section through the center of the polyp re- 
vealed: malignant cytologic changes in the gland epi- 
thelium but no break in the basement membrane or 
loss of cell polarity. 


Fig. 1. (above) Case 1. 
Fig. 2. (below) Case 2. 


Case 2.—C. B., a woman, aged sixty-four, had long- 
continued rectal bleeding, protrusion at stool and sense 
of fullness in the rectum. With some difficulty, a poly- 
poid type of neoplasm was seen high in the sigmoid and 
biopsied. 

The x-ray findings in this case were baffling (Fig. 2). 
The radiologist knew before the examination that a 
large polyp had been found by sigmoidoscopy, but in 
spite of this, he was not able to demonstrate a constant 
filling defect at the fluoroscope or in films. The film 
made after injection of air showed a non-opaque filling 
defect in the mid-sigmoid region, but in the post- 
evacuation film, the sigmoid portion of the colon was 
entirely free of any such mass, and the only possible 
area of abnormality was in the lower rectum. 
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The problem was nicely explained by further sig- 
moidoscopy which revealed that the polyp was on a 
very long pedicle and had a free range of motion from 
the rectal pouch to the upper sigmoid. 


ere 
theres 


fo 
te 


z 
n 
= 


Barium filling, post-evacuation, and air filling films. 


Barium filling and post-evacuation films. 


Because this was a solitary polyp on a long pedicle, 
it was removed from below. It was carefully drawn 
down, clamped, and the base securely sutured. Many 
polypi with long pedicles can be removed in this man- 
ner or with the electric snare, thus avoiding a laporotomy 
and sigmoidotomy. Recovery was uneventful. 

The resected polyp had a body 26 mm. in diameter 
and a long pedicle, the gross appearance being very 
similar to that described in Case 1. Microscopically, 
the picture was much the same except for commencing 
invasion of the stalk by proliferating epithelial cells. 
Because of the latter finding, a guarded prognosis was 
given. 

Examination one year after operation did not show 
any sign of recurrence. 
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Case 3.—J. W., a girl, aged twelve, had had repeated and was much smaller following sigmoidoscopy. A 
episodes of sharp cramping pain in the lower left quad- small polyp was found on the second rectal valve. 
rant during the preceding three months, accompanied The original x-ray examination (Fig. 3) demonstrated 





Se 


Fig. 3. (above) Case 3. Barium filling and air filling films. i 
Fig. 4. (center) Case 3. Air filling and postevacuation films. 
Fig. 5. (below) Case 3. Air filling films. 


by nausea and vomiting. A 15-pound weight loss had _ the typical transversely striated pattern of intussuscep- 
occurred. Palpation revealed a smooth soft mass in the _ tion in the cecal region. There was also some suggestion 
mid-abdomen. It was variable in consistency and size of polypi in the ascending colon. 
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The abdomen was opened and intussusception of the 
ileum extending down to the mid-portion of the descend- 
ing colon was found. The intussusception was reduced 
and the terminal ileum plicated to decrease chance of 
recurrence. 

During the next three years, the patient had inter- 
mittent bleeding, and several rectal polypi were re- 
moved and their bases fulgerated. She then showed re- 
currence of intestinal obstruction. 

Barium enema (Fig. 4) revealed polypi in the cecum 
and, in the double contrast film, in the hepatic flexure 
and ascending colon. Post-evacuation film was con- 
fusing because, just as in the previous case, the filling 
defects were more distal in the colon than in films 
made after air or barium filling. Such behavior violates 
the usual diagnostic rule that the filling defects must be 
constant in position in all of the exposures. It is due 
either to movement of the polyp on a long pedicle or to 
the polypi being dragged caudally during evacuation, 
producing a partial intussusception. 

Right hemicolectomy with ileotransverse colostomy 
was done. The mucosal surface was studied with in- 
numerable pedunculated polypi, 1 to 30 mm. in diam- 
eter; the larger lesions possessed long pedicles, and 
many of the larger tumors showed surface ulceration 
and bleeding. Méicrosection revealed variable degrees 
of cytologic malignancy without any loss of polarity or 
breaks in the basement membrane. A few small lymph 
nodes found in the mesocolon showed 
changes only. 

The patient is now clinically well. However, polypi 
of the rectum and sigmoid have recurred and have been 
removed from time to time, and it will probably be 
necessary eventually to remove the remainder of the 
colon and do an ileosigmoidostomy. 


inflammatory 


The girl’s father (Fig. 5) was found to have polypi 
of the same area, illustrating the familial incidence of 
multiple polyposis of the colon. 


Case 4.—O. B., a man, aged thirty-seven, had ex- 
perienced diarrhea for the past twelve years, with 
cramping colicky abdominal pain, typical of large polypi, 
and with occasional bloody mucus with stools. Proctoscopy 
showed multiple polyposis of the distal bowel segment. 
Several selected polypi were removed for examination 
which revealed malignant change. 


The films in Figure 6 illustrate an extreme example 
of multiple polyposis. Polypi are literally everywhere 
within the colon. They are of varying size. Each shows 
a ring of white in the air injection film due to clinging 
of the barium forming a collar about the neck of the 
polyp. 

Excision and fulgeration of the rectal and lower sig- 
moidal polypi was done at intervals until it was felt 
safe to anastomose the ileum to the sigmoid. Eventually 
the colon was removed in multiple stages, and an end- 
to-side ileosigmoidostomy anastomosis was accomplished. 
A sigmoid colostomy was left so that future polypi of the 
sigmoid and rectum may be attacked both from above 
and below through the sigmoidoscope. 


The specimen was a segment of colon about 40 cm. 
long, the mucosa of which was studded with pedun- 


1244 


LESIONS OF THE COLON—VAN ZWALENBURG ET AL 





culated polypi, 1 to 18 mm. in diameter, many of which 
showed a friable granular surface, sometimes ulcerated, 
Microscopically all of the polypi showed cytologic malig- 
nancy, but in the several sections examined, there was 
no sign of penetration of the basement membrane or 
metastatic tumor cells anywhere in the connective tissue 
of the polyp stalks. 


Case 5.—F. K., a man, aged thirty-eight, had been 
hospitalized elsewhere for three months, being treated 
for severe diarrhea, averaging fourteen stools daily, and 
repeated massive hemorrhages from the bowel. Several 
transfusions had been necessary. He had lost 40 pounds 
and his condition was grave at the time of transfer. 

Proctoscopy revealed numeroys large polypi through- 
out the rectum and a stenosing hyperplastic lesion at 
the rectosigmoid junction, simulating the common type 
of colon malignancy. Biopsy of this area was reported 
as “carcinoma in situ” without evidence of invasion. 

Films of this patient (Fig. 7) were very similar to 
those of the last case. The chief distinction is that this 
case showed filling defects of fairly uniform size and less 
elevation, producing a cobble-stone appearance of the 
mucosa throughout the colon. Although it is often pos- 
sible to distinguish roentgenologically between multiple 
polyposis and pseudopolyposis secondary to chronic ul- 
cerative colitis, some cases will defy correct differen- 
tiation by x-ray findings alone. The clinical history helps 
us to identify this case as pseudopolyposis. 

Colectomy was done, leaving the removal of the sig- 
moid and rectum for a later stage. After a period of 
clinical improvement, this was accomplished without 
difficulty. The cecum was left to provide at least a 
small reservoir for storage and absorption of water. This 
will probably necessitate repeated fulgeration’ of new 
polypi in the cecum but is much less disagreeable than 
an ileostomy. 

The resected colon was studded with mucosal polypoid 
elevations, most of which were sessile; both the polypi 
and the intervening mucosal surfaces were friable, con- 
gested, and covered with turbid exudate, while the 
muscle coat showed definite thickening but no trace of 
neoplasm. Microscopic section revealed an advanced 
chronic inflammatory process of nonspecific appearance 
which had produced deep fissuring of the mucosa, with 
numerous islands of persistent mucous membrane rep- 
resenting the polypoid masses noted on gross examina- 
tion; the epithelium of these islands showed inflammatory 
hyperplasia which in some areas suggested neoplasia, but 
without any frank carcinomatous changes. The valleys 
between the polypoid islands were covered by granula- 
tion tissue and devoid of epithelium; no amoebae or 
other organisms could be recognized in the inflamma- 
tory zone. The muscle was hypertrophied but not par- 
ticularly inflamed. 

Pseudopolyposis resulting from chronic inflammatory 
disease may simulate true polyposis quite closely. The 
history of antecedent colonic disturbance is usually suf- 
ficiently characteristic, however, to distinguish between 
symptoms of mucosal hyperplasia or neoplasia and 
the syndrome resulting from extensive colitis. The 
prognosis is likewise quite different, the inflammatory 
lesions undergoing malignant degeneration in only 2.5 
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Fig. 9. Case 7. Barium filling and air filling films. 


per cent of cases, while virtually every victim of true 
polyposis may be expected to develop carcinoma in one 
or more polypi. 

This patient has gained 84 pounds since operation 
and is back at full-time work. 


Case 6.—J. Z., a woman, aged forty-three, was re- 
ferred with the complaint of dull aching pain in the left 
lower quadrant, sometimes cramping and colicky. There 
had been episodes of nausea, vomiting, and signs of 
obstruction. Thirteen-pound weight loss had occurred. 
There was no history of menstrual disturbance. Proctos- 
scopy was negative. 

Films (Fig. 8) demonstrated an area of constriction 
in ‘the distal sigmoid colon. The area of involvement 
was unusually long for neoplasm. The ends of the lesion 
were abrupt but did not present the typical overhang 
found in most malignant lesions of this portion of the 
colon. The radiologist certainly could not exclude the 
possibility of a primary malignancy, but on the basis 
of this evidence suggested that an inflammatory etiology 
was more likely. An appearance which suggests malig- 
nant neoplasm but is not entirely typical is often found 
in the disease which this case illustrates. 

A transverse colostomy was done first, with pre- 
operative diagnosis of malignant tumor of the colon. 
Exploration at that time revealed very dense adhesions 
and a large mass in the pelvis. Endometriosis or diver- 
ticulitis with inflammatory mass was suspected, but 
malignancy still could not be ruled out. 


In a subsequent operation, the mass was resected with 
its segment of sigmoid colon. The remaining colon was 
anastomosed, and total hysterectomy and bilateral sal- 
pingo-oophorectomy were done. The transverse colos- 
tomy was later closed. 


The resected sigmoid segment showed a napkin-ring 
type of annular thickening extending two-thirds of the 
distance around its circumference, the center of the 
lesion being in the mesocolic attachment. Cross section 
through the lesion showed a definite tumor infiltrating 
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Fig. 10. Case 8. Scout film of abdomen. 


the muscle wall up to the submucosa, with the mucous 
membrane still freely movable over the lesion, and ap- 
parently intact. The uterus exhibited mural thickening 
and several typical fibroid tumors, while the adnexa were 
boggy and their serosal coverings thickened and opaque, 
with many adhesions. Each ovary contained several 
chocolate cysts. Microscopically the colonic lesion was a 
typical growth of aberrant endometrial glands and cyto- 
genic stroma, associated ‘with some benign desmoplasia. 
The uterus, tubes, and ovaries were involved in a re- 
markably extensive infiltration by similar endometrial 
tissue showing more or less secretory activity, sometimes 
with menstrual bleeding into the lumina. This was a 
typical endometriosis. 


Case 7.—T. S., a woman, aged forty, complained of 
left upper quadrant pain and diarrhea of fifteen years’ 
duration. 

Fluoroscopy and films (Fig. 9) demonstrated an ir- 
regular, 6 cm.-long area of constriction in the proximal 
descending colon. As in the last case, the transition to 
normal-appearing colon at the ends of the lesion was 
fairly abrupt but without the typical overhang of the 
napkin-ring primary colonic malignant tumor. The chan- 
nel through the lesion showed a coarser pattern of ir- 
regularity than is common in carcinoma of the colon, 
suggesting broad flat ridges of tissue. The radiologist 
concluded that the lesion was “probably a granuloma, a 
carcinoma or a lymphosarcoma.” 


Operation consisted of segmental resection of the 
stenosed area of the splenic flexure with primary anas- 
tomosis. A loop of small bowel caught in the mass was 
also resected, and primary anastomosis was done. 


The surgical specimen was a portion of colon 20 cm. 
long, showing marked thickening of its middle third, at 
which point it was firmly plastered to a loop of small 
bowel. Cross section through the two adherent loops re- 
vealed a mass of indurated omental fat and a single 
small central abscess pocket containing green pus; the 
latter was located opposite the blind tip of a diverticulum 
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about 1 cm. deep which projected into the mesocolon 
from the gut lumen, and which showed congestion and 
apparent necrosis of its distal wall although no actual 
perforation could be demonstrated. Numerous other 


LESIONS OF THE COLON—VAN ZWALENBURG ET AL 


the abdomen, usually relieved by a bowel movement. 
Appendectomy had been done in 1936. Two years later, 
she was operated for adhesions, and again after two years 
for bowel obstruction. Three more operations for ad- 





Fig. 11. (above) Case 9. _Post-evacuation and barium filling films, made four months apart. 
Fig. 12. (below) Case 9. Barium filling films, six months later. 


similar diverticula were scattered along the entire length 
of the specimen, most of these being located at the site 
of its mesocolic attachment. No tumor could be 
demonstrated, either grossly or microscopically; micro- 
section revealed subacute and chronic nonspecific inflam- 
mation with one small abscess containing mixed bac- 
teria. 

The history, location, and x-ray appearance in this 
case were all most unusual for a diverticulitis. The 
situation in the mesocolon and formation of a very in- 
dolent small abscess apparently accounts for the unusual 
findings. 


Case 8.—H. L. F., a woman, aged twenty-five, com- 
plained of constipation and of cramping, colicky pain in 
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hesions followed at intervals of three, two, and one years. 
Her appetite was poor and she resorted to daily 
enemas. She was acutely obstructed, and the situation 
demanded surgical intervention five days after admis- 
sion. 

A flat plate of the abdomen (Fig. 10) demonstrated 
large amounts of gas within the ascending, transverse, 
and descending portions of the colon and within the 
distal small bowel. The distribution indicated a me- 
chanical large bowel obstruction. 

The operation was long and difficult. Numerous loops 
of small bowel were freed from their adhesive bands and 
coils. A Miller-Abbott tube was threaded all the way 
into the cecum. Several small tubercle-like masses were 
removed for the laboratory. Before closing, a prayer was 
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offered for some effective substance to put in the abdo- 
men to prevent future adhesions. 

A small button of indurated fat tissue, 3 mm. in 
diameter, was submitted for examination; it was re- 
moved from an adhesive band which was obstructing a 
loop of gut. Microscopic examination revealed only 
chronic inflammation with some foreign body reaction, 
until examined by polarized light; the latter disclosed 
numerous refractile crystalline foreign bodies, 1 to 20 
micron§ in greatest dimension, having the appearance 
of talc crystals. 

The next six weeks were marked by a constant strug- 
gle with feeding and elimination. In spite of repeated 
use of the Miller-Abbott-tube for decompression, it be- 
came necessary to interfere again or lose the patient. 
The same arduous dissection was repeated; but this time, 
the distal end of the tube was brought out through a 
ceccstomy stoma. The tube was left in this through-and- 
through position for some time, so that as the inevitable 
extensive adhesions formed, the small bowel would be 
fixed in the position of the curves enforced by the tube 
rather than with the usual sharp angulations. She was 
discharged three weeks later and has now succeeded in 


getting along without a major episode for seven months. 


The increasing importance of this variety of chronic 
peritonitis is being demonstrated daily since the prac- 
tice of examining granulomatous lesions by polarized light 
has become more widely employed. Examination of in- 
flammatory adhesions has demonstrated the presence of 
this type of foreign material in nearly every case of re- 
current bowel] obstruction. It evidently is introduced 
into the abdominal cavity during routine operative pro- 
cedures. A glove need not be perforated to produce 
such peritoneal soiling; wash water contains numerous 
talc particles after it is used once, and several investiga- 
the outside surfaces of rubber 
gloves contain a fairly large number of talc crystals 
which have adhered following the preliminary dusting 
before sterilization. The only practical solution to date 
has been the substitution of an organic dusting powder 
composed of starch derivatives mixed with a_ small 
amount of magnesium oxide, which has been shown to be 
innocuous when introduced into the peritoneal sac. Talc 
is much more apt to produce severe adhesions if the 
peritoneum is already inflamed or otherwise damaged 
at the time of the first operation. Therefore, it is more 
likely to cause trouble in cases of ruptured appendix 
or florid pelvic inflammation. 


tors have shown that 


Case 9.—E. L., a woman, aged fifty-three, had a his- 
tory of ruptured diverticulitis of the sigmoid, drained one 
year previously elsewhere. Transverse colostomy had been 
done and later closed when the mass subsided. A month 
later cholecystectomy had been done, and it was re- 
ported that exploration showed the mass had subsided. 
After six months a left lower quadrant abscess had been 
drained. 


On admission, she presented an irregular, firm fixed 
mass in the left lower quadrant, the size of a small 
grapefruit. There was rectal bleeding. The patient’s 
general condition was surprisingly good, and there was 
no net weight loss. 
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The first two films (Fig. 11), taken four months apart, 
are shown by courtesy of Drs. Holly and Joistad. A 
small filling defect was present at the junction of the 
descending and sigmoid portions of the colog at the 
time of the first examination. It was not annular, and 
it presented two pointed lateral extensions of barium, 
suggesting the necks of diverticula. This film certainly 
suggests a diverticulitis. The second film showed that 
an annular filling defect was present, resembling malig- 
nant neoplasm. 


Six months later here (Fig. 12), the colon was seen 
to circle around the medial and posterior aspect of a 
12 cm. hard left lower quadrant mass. There was much 
deformity of the colon, largely produced by extrinsic 
pressure of the mass. Long before the entire, colon was 
filled, barium appeared in several loops of small bowel, 
indicating a fistula between the large and small bowel. 
Since this phenomenon appeared at the time the barium 
reached the area of previous colostomy in the mid- 
transverse, it was erroneously assumed that the fistula 
was at this point. 


The long history and the large pericolonic mass with 
irregular, nonsymmetrical deformity of the colon, to- 
gether with the diverticulous points extending from the 
colon in the earliest film, led us to a diagnosis of diver- 
ticulitis with a large pericolonic inflammatory mass. 


Transverse colostomy was done and the mass explored. 
It was thought that it might be a diverticulitis; how- 
evér, because of the density of the adhesions, the ques- 
tion of endometriosis was entertained. Two frozen sec- 
tions failed to demonstrate neoplasm. As the dissection 
progressed, it gradually became apparent that a malig- 
nancy was present. Subsequently a large mass involving 
the sigmoid was resected. It was necessary to fraction- 
ally resect and anastomose the small bowel five times and, 
of course, anastomose the large bowel deep in the pelvis. 
The patient had an uneventful recovery after eight 
hours of operation. The transverse colon must still be 
anastomosed and dropped back into the abdomen. 


The specimen removed at operation was a mass of 
intertwined bowel loops estimated to contain about 50 
cm. of small gut and 20 cm. of colon; these loops were 
adherent to one another and to a thick firm mass of 
congested mesentery which on cross section was found 
to contain a ragged, multilocular abscess filled with foul 
pus and some blood. The lesion originated from a 
neoplastic ulcer in the colonic wall which had eroded 
the gut and which formed a portion of the abscess 
lining. -From the mesenteric mass, the tumor had grown 
back through the wall of the colon at several points 
and had also eroded two loops of small bowel with the 
small fistulac. Numerous other tumor 
nodules could be recognized beneath the serosa of the 
several bowel loops and others were scattered along the 
perivascular lymphatics of the mesentery. Microscopic 
examination revealed a well-differentiated adenocarcino- 
ma of colonic origin growing profusely in the wall of 
the mesenteric abscess and extending in retrograde fashion 
back into the wall of the colon at several points, where 
it formed good-sized polypoid masses projecting into the 
lumen as much as 15 cm. distant from the primary le- 
sion. 


f<rmation of 


JMSMS 











art, 


the 
the 
ind 
im, 
nly 
nat 
ig- 


ith 
to- 


er- 


10r 


DIC 








Fig. 13. Case 10. Barium filling film. Fig. 14. 


The history of slow development with absence of 
weight loss and the huge pericolonic abscess mass were 
very misleading in this case. The correct diagnosis might 
have been made preoperatively if more attention had been 
paid to the fact that fistulas between loops of bowel 
are rarely seen as a result of inflammatory processes but 
are not unusual in neoplasms of long duration. In ret- 
rospect, the fistulae were the only firm clue to the 
diagnosis of neoplasm. 


Case 10.—C. H., a woman, aged sixty-two, had sore- 
ness, itching, and irritation at the anal outlet. Close 
questioning brought out the fact that she had experienced 
cramping abdominal pain after meals. Since she was an 
habitual user of cathartics and mineral oil, this was 
not given proper value in the symptom complex. There 
was no weight loss. Proctoscopy and biopsy revealed an 
early adenocarcinoma, grade II, high in the rectum. 

Fluoroscopy demonstrated a concave filling defect of 
the medial wall of the cecum, indicating a neoplastic 
mass. This was also revealed by films (Fig. 13). Air 
injection provided a means of confirming its presence 
(Fig. 14), and the entire examination was repeated a 
few days later to further rule out any possibility of 
artifact produced by fecal material. This repetition of 
the x-ray examination must sometimes be done to rule 
out an artifact produced by feces, especially in cases of 
suspected polypi or cecal neoplasm. 


It is worthy of note that, even though the radiologist 
knew in advance that a rectal neoplasm was present, and 
even though he made special spot films of the rectum 
during fluoroscopy, he did not demonstrate the rectal 
neoplasm. This case illustrates well the necessity of 
using all three methods of examination: digital, sigmoid- 
oscopic and x-ray. 

Operation consisted of right colectomy and _ iliotrans- 
verse colostomy and a one-stage combined procedure for 
extirpation of the rectum with single-barreled sigmoidos- 
tomy at one sitting. 

The surgical specimens included a 30 cm. length of 
ascending colon to which the appendix and a portion 
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Case 10. Spot film of rectum. Air filling film of cecum. 


of terminal ileum were still attached; also a portion of 
terminal colon which included the anal sphincter. Just 
proximal to the latter, the rectal wall showed a localized 
mucosal thickening, 2 cm. in diameter, which, on cross 
section, was confined to the inner muscle coat and the 
mucous membrane; no satellite adenopathy could be 
demonstrated. The cecal lesion was a papillary cauli- 
flower-like tumor, 3 cm. in diameter. Cross section 
through its base showed apparent invasion of the gut 
wall into the mesocolon, and a few tiny lymph nodes 
were found in the adjacent mesentery. 

Microscopic examination revealed both tumors to be 
well-differentiated adenocarcinomas, the one in the 
rectum being somewhat less invasive but definitely 
malignant. While the two lesions were sufficiently alike 
in their morphology to suggest the ‘possibility that one is 
metastatic, their widely separated locations, with absence 
of demonstrable tumor elsewhere in the abdomen, is 
strongly in favor of two separate primaries. 

The lesson is obvious. Two primaries were demon- 
strated, but only by using two different methods of ex- 
amination. 


Case 11.—P. B., a man, aged forty-seven, presented 
himself for examination, complaining of perineal discharge 
and failure of the pelvic cavity to heal following colostomy 
and posterior resection for carcinoma of the rectum done 
elsewhere eighteen months previously. Curettings from 
the posterior sinus tract showed active tumor growth to 
be present in the mucous fistula extending from the dis- 
tal sigmoidal stoma to the perineum. 

Barium was injected through the distal colostomy 
opening (Fig. 15). There was a 12 cm. segment of re- 
maining sigmoid colon. From the distal end of this loop, 
barium followed a sinus tract through the pelvis to an 
opening in the perineum. Films revealed irregular 
rounded filling defects at the end of the terminal seg- 
ment. These suggested recurrence of neoplasm. 

The patient wae reoperated upon, the convential Miles 
one-stage procedure inclusive of the pelvic fistulous tract 
being used. Examination of the gross specimen showed 
the neoplasm was still growing in the distal segment of 
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Fig. 15. Case 11. 
colostomy opening. 





Barium filling through distal 


sigmoid planted in the pelvic floor. The wound healed 
without incident. 

The surgical specimen was a portion of colon, to 
one end of which a sinus tract was attached by dense 
adhesions; this tract was almost as long as the colonic 
segment, and the two formed a continuous cavity, the 
junction of which was recognized by a polypoid over- 
growth of mucosa, distal to which the sinus had a ragged 
nondescript lining and a thick fibrous wall. A tag of 
skin attached to the distal end of the tract indicated 
a cutaneous fistula. Microscopic examination revealed 
a well-differentiated adenocarcinoma arising from colonic 
mucosa at the junetion of the gut and sinus tract; the 
proximal sinus wall contained numerous nests of tumor 
cells. 

The first surgical attack had been inadequate. There 
is no evidence of any further recurrence one year after 
the second operation. 


Case 12.—D. K., a boy, aged thirteen, complained 
chiefly of frequent leakage and soilage at the anal ori- 
fice, necessitating the wearing of a diaper. The abdomen 
was greatly distended and very hard. Ano-rectal ex- 
amination showed a small opening about the diameter 
of a lead pencil immediately anterior to the anal sphinc- 
ter dimple. This consisted of a fibrous tube 1.5 cm. 
long. A quarter-inch proctoscope encountered hard stool. 
The diagnosis of congenital anal atresia was made. He 
had submitted to a corrective operation two days after 
birth, again at one year and again at age six. The 
parents felt that nothing further could be done. 

Only a tiny catheter could be passed through the anal 
canal, and barium was injected through this catheter 
(Fig. 16). It was impossible and inadvisable to fill the 
entire colon with barium. The colon was so distended 
with fecal material and air as to completely fill the 
pelvis and nearly fill the entire abdomen. The diameter 
of the rectum was 21 cm. (8% inches). It was evident 
that all of the obstruction was in the anal canal. 

A long and arduous decompressive program was in- 
stituted, after which the fibrous tube was dissected up- 
ward and transplanted into the sphincter ring. An ex- 
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Fig. 16. Case 12. Antero-posterior and lateral films after injection of a small amount 
of barium per rectum. 





cellent result was obtained, and the boy now leads a 
normal existence without a diaper. Proctoscopic follow- 
up shows that there has been a very marked decrease in 
the distention of the rectum. 





YOU ARE THE GOVERNMENT 


Says Fort Wayne Chamber of Commerce and presents 
the government picture on a personal basis: 

Your 1948 income was $4,600. (Government income 
$46 billion). 

Your present current debt totals $27,600. (Govern- 
ment debt is $276 billion). 

Your anticipated 1949 income $4,000. (Government 
estimated income $40 billion). 

Would you plan in 1949 to spend $4,200? (Govern- 
ment budget $42 billion). 

In addition—Would you, by any stretch of the imagi- 
nation, decide that over and above these commitments, 
you would have the right to embark on long term spend- 
ing programs to cover— 

A new house (when the old one isn’t paid for) ?— 
(Public Housing). 

More education for your children?—(Federal Aid to 
Education). 

More health and accident insurance ?—(Socialized 
Medicine). 

Or would you face the facts? Would you call your 
family together and tell them that your current bills were 
so great that everything you had would be wiped out 
unless substantial payments could be made? Would you 
say that much as you would like to improve the house, 
send your oldest boy to college, and increase the amounts 
of your insurance coverage, that you could not possibly 
afford to do these things, because you just didn’t have 
the money? Would you insist that you were broke and 
that everyone in your family would have to go to work 
to help pay the bills, if they wanted to avoid bankruptcy? 
This is NOT a fantastic fairy tale. It is the plain, un- 
varnished truth about the financial condition of this 
country of ours. The only fantastic thing about it is 
that many of the politicians and do-gooders in Washing- 
ton seem blind to the stark reality of dollars and cents. 
The downfall of every great country since the beginning 
of time has been caused by the financial unsoundness of 
government. The same economic principles which apply 
to the conduct of individual lives and business also apply 
to our government. We must stop kidding ourselves if 
we hope to survive as the No. 1 nation in the world.— 
Michigan Realtor. 
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Feeding Problems in Infancy 
Including Demand Feeding 


By Ernest H. Watson, M.D. 
Ann Arbor, Michigan 


A GREAT MANY feeding problems arise be- 
cause too few women breast-feed their babies. 
I see very few feeding problems in babies breast- 
fed for the first three or four months, especially 
if they are on the so-called “demand feeding 
schedule.” Women do not breast-feed their ba- 
bies these days because of the mistaken idea, often 
promoted by physicians, I fear, that it really makes 
no difference whether they breast-feed or not. It 
has been repeatedly demonstrated that eight or 
nine out of every ten women can breast-feed their 
infants with undoubted profit to mother and child. 
This is much more likely to occur when the phy- 
sician is himself convinced of the great value of 
breast feeding, and is able to convince the mother, 
too. A knowledge of the psycho-physiologic fac- 
tors controlling secretion of breast milk must be 
understood by the physician, so he will be able to 
advise the mother correctly when certain problems 
or apparent problems connected with breast feed- 
ing make their appearance. 


Problems Connected With Breast Feeding 


Breast milk does not “come in” until the fourth 
to sixth day after the baby is delivered. Any con- 
clusion that lactation has failed before the sixth 
or seventh day is not properly founded. Feeding 
of water, glucose and water, or formula before 
the milk comes in is customary. Formula should 
be stopped completely with the advent of breast 
milk flow. The common experience is that breast 
milk is abundant while the mother remains in the 
hospital, but that it practically ceases soon after 
she gets home. This is not a true failure of lacta- 
tion, but breast feeding may be lost if the physician 
does not know that this is the common sequence 
of events and cannot give the explanation for it. 
The mother, on returning to*her home and re- 
sponsibilities, may have a temporary let-up in 
milk flow. This causes the infant to cry from 
hunger—the mother is worried—worry and lacta- 
tion cannot co-exist in the same woman. A little 
reassurance or, better still, a forewarning of the 





Read at the third annual Postgraduate Clinical Institute of the 
Michigan State Medical Society, Detroit, March 9. 
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probable event before it occurs is usually all that 
is needed, plus, of course, the usual advice about 
fluid and food intake and rest. 

The adequately breast-fed infant is never con- 
stipated. He may have a bowel evacuation only 
once a week or even less frequently and still not be 
constipated. For the physician to advise or coun- 
tenance laxatives, suppositories or enemas in such 
cases is not necessary. 

If the fact that the mother is rather closely 
confined to home, or at least to her infant, by 
breast feeding is regarded as a problem, it can 
be partially solved by free use of the relief or liberty 
bottle, a single bottle feeding which I find is 
greatly appreciated by mothers. It serves as a 
relief for the mother and as a training experience 
for the baby, who should, in my opinion, be 
weaned to total bottle feeding at about the fourth 
month. A single bottle of one part evaporated 
milk, one and one-half parts boiled water, and a 
teaspoonful of Karo syrup or sugar makes a satis- 
factory “relief bottle.” 


Problems Connected With Artificial Feeding 


There is not, I believe, any problem of prescrib- 
ing a formula for a well infant. Nearly all formu- 
las agree with the well infant, and conversely, the 
sick infant may seem to tolerate none. Evaporat- 
ed milk in an amount of 1 ounce per pound per 
day, plus enough water to make the total formula 
up to 2%4 ounces per pound of body weight per 
day, is, when strengthened by an ounce of Karo 
syrup, an adequate formula for nearly all babies. 
Most of the powdered or liquid proprietary for- 
mulas are satisfactory but are expensive. Some 
are low in protein. Premature babies, small in- 
fants and a few others with an apparent low tol- 
erance for fat do better on a half skimmed-milk 
formula such as Dryco or Alacta. 


* Colic 


Most infants give evidence of discomfort at 
times during the first few weeks of life. This is 
not astonishing. Crying from any cause brings 
about air swallowing and is the commonest cause 
of colic. Hunger, therefore, is a cause of colic 
indirectly, and the two together cause most of 
the crying of very young infants. Crying is a real 
problem and may drive the family to distraction. 
Often the physician erroneously concludes the 
feeding is not agreeing with the infant and starts 
by the trial-and-error method to select from 
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among the scores of possible formulas the exact 
one which will fit this particular infant. This is 
nearly always a fruitless search. He would do 
better in nearly every instance to stick by the first 
formula—assuming it is a good one—and examine 
the technique, timing and other details of feed- 
ing. This is a good place to bring up the sub- 
ject of demand feeding, which, to hear some of its 
loudest exponents, is something novel and a recent 
discovery. Demand feeding, meaning a schedule 
of feeding dependent entirely on the infant’s de- 
mands for foods, is quite obviously the very oldest 
method of feeding for the very young infant and 
applies equally well to breast or bottle feeding. 
There are really two considerations in the demand 
feeding schedule: time and amount. The infant 
is to be fed not only when he wants to be fed 
but also as much as he wants. This may seem 
heretical to the regimentarian school of feeding, 
but the demand schedule works out better. The 
very young infant may want and need to eat not 
six times a day, but seven or even eight, nine or 
ten times, and remain comfortable and tranquil 
only when permitted to do so. Does this increase 
the mother’s work? Very little, because all moth- 
ers say it is easier and far more satisfactory to 
feed an infant than to hear him cry or to walk the 
floor with him. 
Vomiting 

Infants may spit up frequently and vomit easily. 
Parenteral infections notoriously are a cause of 
vomiting in children. In most instances the regu- 
lar feeding should ke omitted or greatly reduced 
in volume. Small frequent feedings may be tol- 
For the in- 
fant, one may use clear water, skimmed milk or 
diluted. formula in small frequent feedings. In 
the pre-school child, water, ginger ale, clear soup 
or diluted fruit juice, in amounts of 1 to 3 ounces 
every hour or two, is usually kept down. Prompt 
chemotherapy or antibiotic therapy of the causa- 
tive infection is, of course, indicated. 


erated when regular ones are not. 


Diarrhea 


Simple diarrhea caused by parenteral infection, 
by an unusually hot spell of weather, or by a 
change in water, usually calls for a drastic but very 
temporary cut in food intake, with substitution of 
water, tea or S.0.G.* for the usual food intake. 





*S.0.G. is a solution of essentially normal saline (S), orange 
juice (O), and glucose (G). It is made by taking the juice of 
two oranges, two teaspoonfuls of salt and two tablespoonfuls of 
sugar, and adding water to one quart. More sugar may be used 


if ‘desired. 
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Treatment to remove the causative factors is, of 
course, implied. Severe diarrhea in young infants 
usually requires hospitalization for parenteral fluid 
administration. Discussion of the management 
of such cases does not properly come under the 
subject of “feeding problems.” 


Anorexia 


A discussion of feeding problems in infants and 
young children cannot ignore the complaint of 
the mother who says her normal-appearing child 
won't eat. This problem, if it is a real one, 
usually arises when the mother has tried too hard 
to get the child to eat. Coaxing, threatening, brib- 
ing, or entertaining have no place in getting a 
child to eat. All that is needed in most cases 
is reasonable care in selecting and presenting food 
to children, and a calm matter-of-fact attitude 
on part of parents, indicating that mealtime is 
for eating and nothing else. Mealtime should be 
pleasant but not a three-ring circus. Nor should 
it be the battle ground where family problems of 
all kinds are threshed out. Except in unusual 
cases, children do not need to be fed more than 
three meals per day. A glass of milk and a cookie 
may be given in mid-afternoon if the family dinner 
does not come before 6:00 p.m. Irregular eating 
between meals is harmful to good eating habits. 





POSTGRADUATE COURSE IN URINARY 
TRACT DISORDERS 


(Continued from Page 1210) 
Leiter of New York, who will speak on “Uremia” Satur- 
day morning, November 19, and will take part in the 
panel discussion closing the course. 

Inquiries regarding the complete program and regis- 
tration should be addressed to the Director of Education, 
Frank E. Bunts Educational Institute, 2020 East Ninety- 
third Street, Cleveland 6, Ohio. 





UROLOGY AWARD 


The American Urological Association offers an annual 
award of $1,000 (first prize of $500, second prize $300, 
and third prize $200) for essays on the result of some 
clinical or laboratory research in Urology. Competition 
shall be limited to urologists who have been in such 
specific practice for not more than five years and to 
residents in urology in recognized hospitals. 

The first prize essay will appear on the program of 
the forthcoming meeting of the American Urological 
Association, to be held at the Hotel Statler, Washing- 
ton, D. C., May 20-June 1, 1950. 

For full particulars, write the Secretary, Dr. Charles 
H. de T. Shivers, Boardwalk National Arcade Building, 
Atlantic City, N. J. Essays must be in his hands before 
February 20, 1950. 
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FOOD SENSITIVE PATIENT—RANDOLPH 


How Do You Know Your 
Patient Is Food Sensitive? 


By Theron G. Randolph, M.D. 
Chicago, Illinois 


HB VEN though the allergic etiology of certain 

chronic symptoms may be recognized, too fre- 
quently a physician’s ability to help his patient 
ceases at this point except insofar as the degree of 
relief which may be afforded by the use of vari- 
ous symptomatic and nonspecific therapeutic meas- 
ures. Although at times very helpful, drugs based 
upon their sedative, sympathomimetic and anti- 
histaminic properties neither afford a satisfactory 
long-term therapeutic program nor serve as a sub- 
stitute for specific allergic diagnosis. 

Physicians are generally aware that particular 
foods may be the cause of acute intermittent aller- 
gic symptoms, based on the fact that they and 
their patients are usually able to detect the causal 
relationship of foods eaten infrequently because of 
the presence of immediate symptoms following 
their ingestion. In accordance with the concept of 
food allergy developed by Rinkel,”° physicians are 
not as aware that food sensitivity is commonly the 
cause of chronic symptomatology, due to the fact 
symptoms are not ordinarily accentuated notice- 
ably immediately after the ingestion of foods eaten 
frequently. Thus allergic reactions to the common 
articles of the diet are not only the most difficult 
to detect but actually are the most common in 
occurrence. 

Food allergy exists when a specific and constant 
cause-and-effect relationship may be demonstrated 
between the ingestion of a food and the production 
or accentuation of allergic symptoms. The pa- 
tient’s suspicion of sensitivity or the presence of 
positive skin tests with food extracts are not 
relied upon. Although diagnostic skin tests with 
foods are still performed by many allergists, in our 
experience they have been more misleading than 
helpful and for the past five years have been dis- 
carded. This deduction should not lead one to dis- 
parage the relatively high degree of accuracy of 
skin test techniques employing extracts of inhalant 





Presented at the eighty-third annual session of the Michigan State 
Medical Society at Detroit, September 24, 1948. 
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TABLE I. THE ORDER OF INCIDENCE OF FOODS 
CAUSING ALLERGIC SYMPTOMS 
Zeller®é Rinkel® Rinkel® Randolph Randolph 
1934 1936 1940 and Yeager! 1948 
1946 

Wheat Wheat Wheat Corn Corn 
Beans E Corn Wheat Wheat 
Chocolate Milk Ese Milk Milk 

range Corn ilk Egg Egg 
Potato String bean Potato Potato 
Tomato Potato Orange Orange 
Egg Tomato Beans Lettuce 
Banana Lettuce Beef Tomato 
Pork Coffee Tomato Beans 
Rye Apple Coffee Beef 
Milk Peach Lettuce Coffee 
Fish Pineapple Pork Pork 
Spinach Beef 

orn Pork 
allergens. Such procedures, in addition to a de- 


tailed. history, are essential parts of every allergic 
investigation. The specific diagnosis and control 
of inhalant allergy is attempted in each case prior 
to starting diagnostic studies for the detection of 
specific food allergy. 

The four most common food allergens as deter- 
mined in a 1947 survey'* of 200 consecutive cases 
diagnosed specifically by means of individual food 
tests'**! were corn, wheat, milk and eggs. It is of 
interest to note from Table I that the relative 
incidence of various foods has changed in recent 
years. Particularly noteworthy is the position of 
corn—it having been fourteenth in Zeller’s series 
in 1934,°° fourth and second in Rinkel’s tabula- 
tions in 1936** and 1940,’° respectively, and now is 
in first place. Lettuce sensitivity is also being diag- 
nosed with increasing frequency, and in the writ- 
er’s opinion has moved into seventh place. 


The relative importance of allergy to corn is 
not surprising inasmuch as corn products have 
become basic food and pharmaceutical ingredients; 
this was first emphasized by Rinkel.**:?%?% His ob- 
servations have been confirmed and extended by 


_ the author.*®???® At present corn is ordinarily en- 


countered in every meal containing commercially 
prepared foods and in the majority of between- 
meal feedings, either in the form of corn as such, 
corn starch, corn sugar (dextrose and glucose) or 
corn oil. Actually, sensitivity to corn and wheat 
are approximately equal in incidence; corn is em- 
phasized here because in the past and in certain 
current quarters it is not regarded as a particularly 
important food from the standpoint of its role in 
allergy. 


The reason a patient is unable to suspect a given 
food eaten at frequent intervals appears to be 
the result of a curious phenomenon, not basically 
understood but, nevertheless, of tremendous im- 
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portance in the practice of medicine. This phe- 
nomenon, known as the masking of symptoms so 
frequently occurring with the repeated use of a 
food allergen, was first clearly described by Rin- 
kel.*° In the presence of the most typical masking, 
the individual notices temporary improvement in 
his chronic allergic symptoms for at least two or 
three hours after eating a food acting in this 
manner. With the repeated use of such a food, 
he experiences his most troublesome symptoms 
toward the ends of periods of fasting. As a rule 
and if the food in question is taken several times 
daily, he may be expected to have a flare of his 
chronic smoldering symptoms on arising in the 
morning but before breakfast; he may awaken 
between 2:00 and 5:00 a.m. either with classical 
allergic symptoms or simply with insomnia which 
arouses him with a characteristic timing and from 
which he has great difficulty in returning to sleep. 
With higher degrees of sensitivity he may also ex- 
perience difficulty in getting to sleep or he may 
have a characteristic accentuation of his chronic 
symptoms between two and four hours after meals 
containing his masked food allergens. 


Masking of symptoms from the ingestion of 
major allergenic foods, and the fact that in most 
cases one is dealing with multiple sensitivities, aids 
in explaining many of the difficulties encountered 
in the recognition of the etiologic roles of specific 
food allergens. 


The most accurate means of diagnosing a specific 
allergic response to a frequently ingested article 
of the diet is to avoid its ingestion until the patient 
has recovered from the effects of the last feeding; 
the shortest interval which most effectively accom- 
plishes this end has been determined by Rinkel?* 
as being four days of complete abstinence of the 
food in question. Then as a diagnostic measure, 
this food is ingested fasting on the fifth day 
under observation, as the only article of the diet 
in an’ experimental feeding. Both the relative 
incidence and severity of symptoms are carefully 
observed by the physician or his trained assistants. 
In the absence of an immediate or unequivocal 
symptom response, a second feeding is given an 
hour later and observations continued for an addi- 
tional half hour. The present technique of the 
individual food test was published by Rinkel** in 
1944 and confirmed in all respects by Dr. Rawling 
and myself** during the war while in the Allergy 
Clinic at the University of Michigan. 
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An illustration of the clinical phenomenon of 
masking and unmasking of symptoms will be cited. 
This case is exceptional and unusually simple, in 
that one is dealing only with sensitivity to a single 
food ingested once daily. A _thirty-five-year-old 
woman bookkeeper had been subject to daily 
paroxysms of bronchial asthma beginning within 
an hour of 4:30 p.m. each afternoon for six 
months, regardless of whether or not she was at 
work. She slept soundly through the night and 
had only a moderately troublesome rhinorrhea on 
awakening in the morning. She also was subject 
to occasional mild headaches. In view of this 
history, a common food taken in each noon meal 
was immediately suspected. Her food history re- 
vealed that she was in the habit of eating a large 
lettuce salad each day for lunch, rarely ever eating 
lettuce otherwise. Of equal importance was the 
fact that she was very fond of lettuce and had 
never suspected it of causing trouble. This food 
was then completely avoided for four days and 
taken fasting on the fifth. Her asthma improved 
on the third day and was absent on the fourth. 
Ten minutes after the experimental feeding of 
lettuce she noticed tightness and pulling of the 
posterior cervical muscles which progressed into 
a generalized headache. Nausea immediately fol- 
lowed the second feeding, and within ten minutes 
she noticed rhinorrhea, tightness of her chest and 
increasing huskiness of her voice. For an hour 
she continued to have a severe headache, rhi- 
norrhea and troublesome asthma, following which 
she vomited. She immediately felt improved, and 
three hours after vomiting ate her usual evening 
meal. She awakened the following morning with 
marked stiffness of her neck but otherwise had no 
troublesome symptoms. 

The phenomenon of masking and the hyperacute 
reaction following test feeding of a previously 
masked food allergen that had been previously 
avoided for a few days are the first two stages of 
cyclic food sensitivity as described by Rinkel?®?1»?4 
and illustrated diagramatically in Figures 1 and 2. 
These charts, modified from his work, illustrate 
in the upper sections the various changes in the 
degree of sensitivity associated with the incidence 
of a specific food in the diet. In a minority of in- 
stances, sensitivity is not reduced materially by the 
avoidance of a food in question over a prolonged 
period of time. He has referred to this as fixed in 
contrast to cyclic food allergy. Other points in 
these charts are self-explanatory. 
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What, then, are the points in this history of a 
case that should lead one to suspect the existence 
of food sensitivity? This will be discussed in two 
parts: first, in respect to the general type and tim- 


‘ CYCLIC FOOD ALLERGY 























expressed by Rowe,** Rinkel?® and Meyer.® A 
diagnostic approach for the detection of specific 
food allergy based on the ability to reproduce 
symptoms under controlled conditions of testing 


1. CYCLIC FOOD ALLERGY 
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11. FIXED FOOD ALLERGY 


esit' ATION UNCHANGED 
AS A RESULT OF PROLONGED AVOIDANCE 
SYMPTOMS 


DIETARY | 
RR, _" § 













VERY HIGH DEGREE 
OF SENSITIVITY 











COT vows 2 Ts tT + Ts 


eeeaee 








Fig. 1. Types of food allergy honed on the response to specific 
avoidance. Modified after Rinkel, H. J.: Ann. Allergy, 2:115, 1944. 


"ing of symptoms, and second, in regard to the 


specific allergic manifestations presented by the 
patient. 

The general type and timing of symptoms sug- 
gestive of food allergy as modified from Rinkel’s 
observations?”*1»?*»** are listed in Table II. These, 
in short, are the points in the history that should 
cause one to suspect the presence of food sensi- 
tivity regardless of the particular manifestations 
exhibited by the patient. 

In addition, many patients with unexplained 
clinical manifestations, and currently dubbed as 
neurotics, have been found to have their symptoms 
on the basis of a chronic food allergy. This state- 
ment is not based on any assumption that psycho- 
somatic factors are not of importance in medicine 
but on the ability to reproduce these symptoms ex- 
perimentally and repeatedly at will following the 
deliberate ingestion of individual foods. Neither 
is this a new point of view, for Shannon*® as 
early as 1922 pointed out the numerous clinical 
similarities between the neuropathic and the exu- 
dative diatheses. A similar point of view has been 
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11. FIXED FOOD ALLERGY 
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Fig. 2. Types of food allergy based on the response to ae 
avoidance. Modified after Rinkel, H. J.: Ann. Allergy, 2:115, 


TABLE II. SYMPTOMS SUGGESTIVE OF FOOD ALLERGY 
Modified from Rinkel, Ann. Allergy, 2:115, 1944 








Their 1. eg agantony ruritus, atone itching 
General of the nose, throat, ears and skin 
Type 2. Profuse mucus secretions 
3. The accentuation of symptoms on arising, 
Masked on awakening during the night or occurring 
Their Sensitivity immediately prior to meals. 
Timing 4. The presence of acute allergic episodes 


Unmasked 


ask beginning within two hours after a mea 
Sensitivity 


and commonly persisting from one to 
three days. 





has been more helpful to patients having symptoms 
of the types to be described than to resort to the 
expedient of assuming that such symptoms are on 
the basis of “nervousness” or emotional factors. 

Before listing the syndromes that are most fre- 
quently found to be on the basis of chronic food 
allergy, one should bear in mind that the methods 
of specific diagnosis are identical regardless of 
the type or localization of the patient’s symptoms. 

Gastrointestinal reactions are probably the most 
common manifestations of food sensitivity.. One 
may have sharply localized responses involving 
any portion of the alimentary canal, any of the 
so-called vague gastrointestinal complaints or, at 
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times, a clinical picture difficult to differentiate 
from acute intestinal obstruction, appendicitis, 
peptic ulcer and gall-bladder disease.*”**:** In the 
writer’s experience, cases of so-called irritable 
bowel syndrome or mucus colitis are usually on 
this etiologic basis, as originally described by Duke* 
and by Vaughan.*** In these cases the factors 
of specific food sensitivity have been found to be 
“bland- 
The writer also 
that food 


allergy is a common causative factor in ulcera- 


of greater importance than the relative 
of the diet. 
with Andresen* 


ness” or “roughness” 


agrees and Rowe*® 


tive colitis. 


Of almost equal importance is the role of food 
sensitivity in the production of various types of 
headaches, the early contributions of which were 
made by Vaughan,** Rowe,?° Eyermann® and 
Rinkel.*® Actually, any “descriptive type” of head- 
pain, irrespective of whether or not it meets the 
requirements of “migraine,” may and most fre- 
quently does have a food allergic reaction as to 
its etiologic mechanism. This includes the so- 
called “tension headache,” characterized by pull- 
ing, drawing and tautness of the muscles of the 
posterior neck. Myalgias in this area have been 
observed repeatedly in the course of performing 
individual food tests and commonly represent the 
initial evidence of a subsequent headache. Symp- 
toms localized to these muscles or other muscle 
groups may be very mild in nature or exceed- 
ingly acute, in certain instances, giving rise to the 
picture 
muscle aches and pains of allergic origin have 
been described by Rowe?® and Meyer. 


clinical of acute torticollis.**! Similar 


At least equally important clinically is the 
incidence of chronic nasal allergy. Although most 
commonly due to coexisting food and inhalant 
sensitivity, the role of food allergy is usually para- 
mount in the type of case characterized by peren- 
nial symptoms. Dust sensitivity is the most im- 
portant mechanism in instances where chronic 
rhinitis is limited to the months requiring furnace 
fires, although food allergy plays a contributing 
role in many such cases. 


Frequently associated with one or more of the 
above clinical manifestations but sometimes occur- 
ring as the only expression of allergy, is the 
presence of the fatigue syndrome of allergic origin, 
originally described by Rowe?®:**?? and recently 
reviewed by the author.”** Chronic food allergy is 
believed to be one of the most frequent causes of 
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the clinical picture of drowsiness, unexplained 
fatigue, aching, irritability and so-called “nervous- 
ness” and “tenseness,” characteristically present at 
all times but usually accentuated on arising in the 


morning. 


Atopic dermatitis is most commonly the result 
of specific food allergy but is also complicated by 
inhalant allergy in many cases, the additional 
incidence of inhalant sensitivity being roughly pro- 
portional to the patient’s age but rarely the sole 
etiologic cause of this disturbance. 

Chronic bronchial asthma of perennial type with 
nocturnal exacerbations associated with the pro- 
duction of copious amounts of mucus is almost 
invariably associated with food sensitivity but is 
also commonly complicated by additional inhalant 
sensitivity. 

Seasonal and _ seasonal _ bronchial 
asthma are due primarily to inhalants, but many 
cases also have a concomitant food allergy which 
must be diagnosed specifically to afford the maxi- 
mum degree of relief. 


hay fever 


Urticaria may be on the basis of food sensitivity 
but also results from several other specific allergic 
and nonspecific causative factors. 

In addition, the food sensitization process has 
been known to cause purpura,’*' genito-urinary 
symptoms,* and joint manifestations suggesting 
arthritis,** and various other minor syndromes. * 

From this brief review it should be apparent 
that any so-called allergic expression may be on 
the basis of food sensitivity and that the localized 
and constitutional manifestations of the food 
allergy process are considerably more frequent 
than commonly recognized. It should be apparent 
to the reader that in speaking of food allergy, we 
are not discussing a rare process in medicine but 
are dealing with an etiologic mechanism responsi- 
ble for symptoms observed every day by physicians 
actively engaged in medical practice. 
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DIAPHRAGMATIC HERNIA—STRAYER 


Diaphragmatic Hernia 


By John W. Strayer, M.D. 
Ann Arbor, Michigan 


LTHOUGH the diagnosis of diaphragmatic 

hernia was first made many years ago, it has 
not been until recently that the frequency of 
diagnosis has increased. The greater awareness of 
the clinician that such a situation may exist ac- 
counts for this fact. Much has been written in 
the last ten years to acquaint the physician with 
diaphragmatic hernia and cause him to realize that 
it is a relatively common disease. 

Harrington reports that at the Mayo Clinic 
from 1908 to 1926 the diagnosis of this disease -was 
made but thirty times. From 1926 to 1938, 437 
cases were uncovered. A similar situation existed 
at the University Hospital. Prior to 1934 there 
were thirty cases of herniations of the diaphragm 
recorded. From 1934 to 1947, 298 cases of all 
types of diaphragmatic hernia were revealed. One 
hundred and fifty-eight of these were found in the 
years 1942-1947, which cases form the subject 
of this article. 


Classification 


Nowhere in the literature does there exist so 
much confusion as there is in the classification of 
diaphragmatic hernias. It is difficult to attempt 
to have classification include everything, such as 
anatomy, embryology, etiology, type of trduma, 
presence or absence of a sac, pathology, contents of 
hernia and others. . Under such circumstances, the 
simplest classification is frequently the most satis- 
factory. The one presented by Harrington has 
many desirable attributes: 


1. Non-traumatic 
a. Congenital 
(1) Foramen of Bochdalek 
(2) Dome 
(3) Hiatus-esophageal 
(4) Foramen of Morgagni 
(5) Gap in left diaphragm 
b. Acquired 
(1) Esophageal hiatus 
(2) Congenital sites 
(3) Any developmental fusion site 


2. Traumatic 
a. Indirect injury 
b. Direct injury 





From the Department of Surgery, University of Michigan, Ann 
Arbor, Michigan. 
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Non-traumatic Hernias——The two great types 
of hernias that occur in this category are the 
congenital and the acquired. The congenital types 
appear as a result of maldevelopment of one or 
more of the structures that contribute to the ma- 
ture diaphragm. These occur in rather definite 
sites. The most common site is through the fora- 
men of Bochdalek on the left side. The right 
side, of course, is protected by the right lobe of 
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| Ip i) 7 Septum transversum 
_ Fig. 1. Diagram identifying the several contributions to the defini- 
tive diaphragm (after Broman). 
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the liver, hence rarely if ever is this hernia found 
on that side. This is a posterolateral defect, usu- 
ally very large, containing any of the abdominal 
viscera, and as a rule does not have a sac. Be- 
cause of its size and contents, it can produce either 
abdominal or thoracic complaints. The chest 
symptoms are a result of compression of the lung 
and heart and are usually seen shortly after birth. 
Abdominal symptoms are caused by incarceration 
of a viscus with obstruction, strangulation or even 
perforation. It should be noted, however, that it 
is not at all uncommon for an individual to go 
through life with a congenital defect and have no’ 
symptoms whatsoever. Asymptomatic congenital 
hernias are not uncommonly first seen on routine 
chest x-rays. 


The second most frequent congenital defect is 
through the dome of the diaphragm. This type 
can vary in extent from a small localized defect 
to one involving complete absence of the left 
diaphragm. Eventration of the diaphragm is a 
similar condition but there is no defect in the 
continuity of the dome. In eventration there is a 
failure in development of muscles of the organ, 
and although there is an intact fibrous membrane 
present between the thorax and abdomen, it is 
considerably thinned, permitting abdominal or- 
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gans to project high up into the chest. There is 
no true hernia with a sac or neck present but the 
disproportion that is present may lead to angula- 
tion of abdominal organs and thereby produce 
symptoms. The majority of these cases are asymp- 
tomatic. 

Congenital hernias through the esophageal hi- 
atus are not uncommon. They can present them- 
selves as a simple pulsion type or the large, more 
popularly known “upside down stomach.” The 
congenitally short esophagus or thoracic stomach 
is not a hernia. It has its origin in fetal life but 
usually does not manifest itself until late in life. 
It is due to a failure of the descent of the esophagus 
and stomach in keeping up with the caudad mi- 
gration of the diaphragm. This results in a por- 
tion of the stomach persisting above the diaphragm 
and the lower esophagus is placed under tension. 

The foramen of Morgagni, or Larrey’s space, 
is the only anterior site of congenital hernia. This 
is found subcostosternally and is wider laterally 
than it is in its anteroposterior diameter. It usu- 
ally contains only the colon and omentum. These 
also are relatively asymptomatic and may be 
found incidentally on routine chest x-rays. They 
are oftentimes mistaken for. intrathoracic tumors. 

The last type of congenital hernia, one that 
is also least common, is that which results in 
absence or partial absence of the left diaphragm. 
This presents a bizarre picture with almost any of 
the abdominal organs contained within the defect. 
A sac is usually absent here also. Such organs as 
the appendix and left kidney have been found in 
these hernias. 

There is no doubt that many of these hernias 
should be called “congenital-acquired,” and just 
where the differentiation should be made is pure- 
ly an academic point. Esophageal hiatus hernias 
are the most frequently seen acquired hernias. Just 
how many occur through a congenitally weak 
hiatus is difficult to ascertain. Other acquired 
hernias can occur through any of the congenital 
weaknesses mentioned in the preceding paragraphs 
or through any of the fusion areas enumerated in 
the embryological development of the diaphragm. 


Traumatic Hernias.—Those due to indirect in- 
jury are most frequently through the left side. 
The central tendon is the weakest area and is 
torn to produce the defect. Direct injury is that 
in which there is intimate trauma to the organ 
by some object penetrating the body and piercing 
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TABLE I 

Male Female Total 

Type No. % No. % No. % 

1. Esophageal hiatus Si 32 80 50 131 82 

(a) Cong. short esophagus s 3S ae 19 12 

(b) Small hiatus hernia 26 16 $3 21 59 37 

(c) Med. hiatus hernia ll 7 26 16 37 23 

(d) Large hiatus hernia 6 4 10 60 18 10 
2. Foramen of Bochdalek 6 4 1 6 7 46 
3. Eventration 4 2.5 S Be 6 3.7 
4. Central tendon defect eS 23 —_-_ — & 23 
5. Foramen of Morgagni 1 6 2 1.2 3 18 
6. Other —_ — 7 44 7 4.4 

7. Phrenic ampulla 2 is s ta 4 3 





the diaphragm sufficiently to produce a gap in its 
substance. This sort of injury, of course, can cause 
a defect anywhere in the diaphragm. Direct injury 
can also be due to subdiaphragmatic accumulations 
of inflammatory tissue which may erode through 
the leaf of the diaphragm, leaving a potentially 
weak area through which abdominal viscera may 
herniate. 

Of the 158 cases at the University Hospital be- 
tween the years 1942-1947 the types of hernias 
were as shown in Table I. 

Phrenic ampulla is mentioned in Table I. This 
is not a hernia and it will be discussed later. How- 
ever, its differentiation from a true hernia is im- 
portant, hence its inclusion in the group. All of 
the above types were determined by autopsy, x-ray, 
operation or a combination of these. 














TABLE II 
Sex No. % 
Male 66 43 
Female 90 57 
Age No. % 





Under 6 months 5 
6 months-9 years 2 
10 years-19 years 3 
20 years-29 years 6 
30 years-39 years 6 
40 years-49 years 22 
50 years-59 years 48 30 

60 years-69 years 46 29 

70 years-79 years 18 11 

80 years or more 2 1.2 





Table II is included to indicate the sex and age 
incidence of the individuals included in this re- 
view. Much emphasis has been placed by some 
authors upon these factors as predisposing in- 
fluence in the production of diaphragmatic hernias. 

It can be seen from this table that 85 per cent 
of all diaphragmatic hernias are found in patients 
over forty years of age; 88 per cent of these are 
esophageal hiatus hernias. 


Symptomatology 


The symptoms produced by diaphragmatic her- 
nias depend a great deal upon the organ or or- 
gans included in the hernia. Because of the wide 
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TABLE III 
Symptom No. of Patients % 
1. Epigastric pain or discomfort 40 25 
2. Epigastric pain postprandial 33 21 
3. Gaseous distention 31 19 
4. Loss of weight 33 21 
5. Gain of weight 2 1.2 
6. No change in weight 123 77.8 
7. Pain left side or back 28 18 
8. Postprandial vomiting 21 13 
9. Nausea and vomiting 14 
10. Nausea only 8 5 
11. Vomiting only 16 10 
12. Pyrosis 22 13 
13. Dysphagia 18 11 
14. Hematemesis 14 9 
15. Pain with change of posture 17 11 
16. Night pain—epigastric 10 6.3 
17. Pain in right chest 9 5.6 
18. Substernal pain without radiation 17 11 
19. Substernal pain with radiation 9 5.6 
20. Substernal pain with exertion 4 2.5 
21. Shortness of breath 14 10 
22. Cyanosis 4 2.5 
23. Palpitation 6 3.8 
24. Melena 7 4.4 
25. Loss of appetite 2 _ 12 
TABLE IV. DURATION OF SYMPTOMS 
No. % 
1. No relevant symptoms 31 19 
2. Less than 24 hours 2 3 
3. 1 day to 1 week 1 6 
4. 2 weeks to 6 months 27 17 
5. 7 months to 1 year 17 10.7 
6. 1 year to 5 years 35 22 
7. 6 years to 10 years 18 11 
8. Over 10 years 26 16.7 





variety of these the name of “masquerader of the 
abdomen” has been given to it. Table III is a 
list of various symptoms found in our cases. 


It is obvious that there is no symptom complex 
that is very constant in this disease. Indeed, it 
is of interest that 19 per cent of these patients had 
no gastrointestinal complaints at all. Forty-six 
per cent, or almost half of the group, had epigas- 
tric pain either constantly or after eating. Most of 
the patients were able to eat well despite their 
complaints. Only two complained of a loss of 
appetite. 

Diaphragmatic hernia, especially the hiatus type, 
is not usually considered in the differential diag- 
nosis of dysphagia, although 11 per cent of these 
patients complained of this symptom. Nor is it 
often considered when the etiology of hema- 
temesis is undet question; yet 10 per cent of these 
exhibited this in their symptom complex. In sev- 
eral, hematemesis was the chief and sole complaint. 
Pain along the left costal margin or back is 
described as being a common pathognomonic 
symptom of diaphragmatic hernia, but it was -seen 
in but 18 per cent. 

Chest complaints were less common but still 
occurred in such a manner that they mimicked 
other symptom complexes. For example, sub- 
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sternal pain with radiation to the arms or shoul- 
ders was present in 5.6 per cent of all cases. Four 
patients had substernal pain with exertion. Short- 
ness of breath and cyanosis occurred less frequent- 


ly. } - 


NUMBER OF HERNIAS 











Fig. 2. Distribution of all hernias and hiatus hernias according 
to age of patients. 


The severity of symptoms among this group 
varies markedly. As we mentioned above, thirty- 
one (19 per cent) had no symptoms, and thirty- 
three (twenty-one per cent) had mild complaints. 
Sixty (thirty-eight per cent) had what should be 
considered as severe symptoms. 


About 50 per cent of the patients had their 
symptoms for one year or longer. It was only the 
traumatic or large congenital hernias that mani- 
fested themselves earlier than this. Twenty-three 
(14.2 per cent) had had a previous operation on 
the gastrointestinal tract; ten of these had been 
gall bladder removals. There was a history of as- 
sociated trauma in only ten (6.3 per cent), so trau- 
ma as a contributory factor was not too important, 
at least in this particular series. 


Almost half (48 per cent) of these patients were 
moderately or markedly overweight, which is the 
one rather constant finding in physical examina- 
tion. This is a most characteristic feature of this 
disease and usually impresses the examiner as a 
paradox as far as the patient’s gastrointestinal 
symptoms are concerned. The only other finding 
of any frequency was tenderness in the epigastrium 
(17 per cent). Eleven and two-tenths per cent 
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TABLE V. PHYSICAL FINDINGS 














No % 
1. Overweight—obese 58 37 
2. Overweight—mild 17 11 
3. Underweight 6 3.8 
4. Tender in epigastrium 27 17 
5. Presenge of other hernias 18 11.2 
6. Anxiety state 14 8.8 
7. Pallor 4 yee 
8. Signs of bowel in the chest 5 3.1 
9. Signs of intestinal obstruction 3 1.9 
10. Findings not associated with hernia 15 9.4 
11. Positive chest findings 9 Ls 
12. Negative examination 23 14 





had hernias in other parts of the body, suggesting 
perhaps an inherent muscular weakness of the 
entire body or a general increase in intra-abdomi- 
nal pressure. Some sort of anxiety state was not 
uncommonly present (8.8 per cent), which no 
doubt caused a magnification of symptoms, mak- 
ing severe symptoms out of relatively benign ones. 


Laboratory Findings 


Shafar notes that anemia in hiatus hernia is 
very common, and he quotes Murphy and Hay as 
finding it present in 66 per cent of. their cases. 
This figure is considerably higher than was found 
at this hospital The anemia that was present 
was of a hypochromic microcytic type. 











TABLE VI 
Hemoglobin above 80% 103 65% 
Hemoglobin 70-80% 15 9% 
Hemoglobin below 70% 19 ° 12% 
No hemoglobin examination reported 21 14% 
Diagnosis 


It is popularly believed that the diagnosis de- 
pends solely on the x-ray. This is true to a great 
extent, but of equal importance is the suspicion 
that the disease exists, so that one may consider 
the diagnosis clinically. This certainly is not too 
difficult despite the multiplicity of symptoms pro- 
voked and the few physical signs present. The 
diagnosis should be suspected when a middle- 
aged obese female patient is found complaining 
of epigastric pain or pain along her left costal 
margin. She may also have a history of vomiting 
following her meals and epigastric discomfort after 
eating. X-rays, however, should be requested 
specifying the importance of examining the pa- 
tients in the horizontal position and instructing 
them to strain with the ingestion of barium. 
Many hernias of the hiatus type can be overlooked 
if this is not done because of the sliding charac- 
ter of many of them. 

The types of hernias found have been listed in 
Table I. Probably the most interesting and most 
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common group is the esophageal hiatus type. Not 
to be confused with this is the phrenic ampulla. 
This is not a true hiatus hernia and can easily 
be confusing. It is a dilatation of the distal por- 
tion of the esophagus due to a temporary cardio- 
spasm. It can be differentiated from a true hernia 
by its constriction at the hiatal opening and also 
by the absence of rugal pattern extending from 
the stomach up through the diaphragm. The 
differentiation of this condition from a hernia is 
important because surgical attack on an ampulla 
is worthless whereas it is of untold value in a 
true hernia. 

Hiatus hernias can be of several different types. 
The congenitally short esophagus or partial tho- 
racic stomach is a most interesting situation and 
can be a difficult diagnostic problem. Nine of the 
nineteen patients with this deformity had dyspha- 
gia as a presenting complaint. These symptoms 
are due to actual obstruction. The probable cause 
of this is a reflux of acid gastric contents into the 
lower esophagus, causing ulceration and scarring. 
The ulceration is a source of bleeding, as it was 
in five of our nineteen cases. The healing of the 
ulcerations, with subsequent scar formation, con- 
tracts the lumen, causing obstruction at the cardia. 
On many occasions the x-ray picture may re- 
semble that of a neoplasm, and the diagnosis made 
as such because of the marked irregularity in the 
lower esophagus. Three cases of congenitally 
short esophagus were considered as neoplastic by 
x-ray, but esophagoscopy on each resulted in 
biopsy specimens showing only inflammatory tis- 
sue. Although extremely unusual, a neoplasm can 
occur in these hernias and did in one of our cases. 
This was a gastric carcinoma that developed in 
the herniated portion of the stomach. This is a 
rare occasion, according to most writers. 

Other types of hiatus hernia are those in which 
the esophagus is long enough to reach the dia- 
phragm but is displaced by the hernia to enter 
the herniated stomach any place on the superior 
or posterior portion. These are the so-called pul- 
sion types of hernia. The rugae of the stomach 
can be followed under the fluoroscopic screen up 
into the hernia. 

Eventration is most frequently encountered as 
an incidental finding because the majority of pa- 
tients with this defect have few or no symptoms. 
This type of hernia is usually described as an 
elevation of the left half of the diaphragm and is 
characterized by a paradoxical motion of the left 


JMSMS 





id is 
left 


SMS 





DIAPHRAGMATIC HERNIA—STRAYER 


diaphragm on sniffing. Any of the upper abdom- 
inal organs can be seen in the eventration. Six 
patients had eventrations in our series. Two of 
these had no complaints, two had mild symptoms 
and two had moderate symptoms. 

Defects through the foramen of Morgagni are 
relatively uncommon. Only three of 158 patients 
had hernias of this type. This hernia is frequently 
mistaken for an intrathoracic tumor, and the 
patient may come to the surgeon with this diag- 
nosis. It is unusual for this type of hernia to pro- 
duce symptoms. The colon and omentum are the 
usual inhabitants of this defect, but the stomach 
and left lobe of the liver have been found there. 

The foramen of Bochdalek is posterior and in 
it may be found any of the abdominal organs, 
including kidney and spleen. These hernias are, 
as a rule, large and may cause intestinal obstruc- 
tion or, because of their size, produce pulmonary 
complaints by compressing the thoracic viscera. 
They always present a very bizarre x-ray picture. 

Other less common congenital hernias and trau- 
matic hernias can produce similar bizarre pictures. 
Any or all of the abdominal contents can migrate 
through these defects into the chest cavity. Both 
an upper gastrointestinal study and a barium 
enema should be performed in an attempt to 
identify the contents of these hernias. 


TABLE VII. SIDE OF DEFECT 











No. % 
1. Left side 145 92 
2. Right side 6 3.7 
3. Both sides 7 4.3 





The left side of the diaphragm was the side of 
herniation in 92 per cent of our cases. The right 
side was relatively uncommon. This is explainable, 
in part, because of the presence of the liver to 
protect this side from trauma. This organ acts as 
a cushion to absorb any blow or as a‘cork to plug 
up any defect that may be present at birth. The 
hernia was considered extending into both sides 
of the thorax in 4.3 per cent. Most of these were 
large hiatus hernias which had dissected laterally 
to both sides. Actually the defect in these cases 
started in the left diaphragm but in the course 
of its development enlarged to both sides. 


Treatment 


Associated x-ray findings often make it diffi- 
cult to determine whether the patient’s presenting 
symptoms were due to the presence. of a hernia 
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or to associated lesions. Nineteen per cent of our 
cases had no symptoms at all, so no treatment was 
advised. Twenty-one per cent were considered to 
have mild complaints, and 36 per cent, moderate. 
All of this group were given a trial on medical 
therapy. ‘Twenty-two per cent had symptoms 
which were judged severe. Most of these were 
advised to have an operation, but only half of 
these submitted to it. 

In all hiatus hernias, regardless of severity of 
complaints, it is well worth while to consider a 
trial on a nonsurgical regime. In large congenital 
and traumatic hernias, an operation is more or 
less essential and should be performed early, 
especially if there are pulmonary complaints or 
intestinal obstruction. The medical treatment con- 
sists of a reduction diet for those who are over- 
weight. This alone may produce complete cessa- 
tion of symptoms. A low residue diet with small 
frequent feedings should be advocated. The Meul- 
engracht diet has been found to be excellent in 
this behalf. 

Antispasmodics, such as belladonna, or belladon- 
na and phenobarbital compounds in the more anx- 
ietous, may prove of value. These patients should 
be instructed to eat slowly and masticate thor- 
oughly. Fluids should be taken in abundance 
between meals. Lying in a reclining position after 
meals should be discouraged. Sleeping at any time 
should be in a semi-sitting position to discourage 
herniation through the defect. Many authors ad- 
vocate the use of olive oil with each meal. A 
very important admonition to make to the patient 
is the necessity of eliminating causes of straining 
such as constipation, chronic cough, prostatism, 
or heavy lifting. Varying degrees of improve- 
ment can frequently be obtained on this regime. 

Should this management fail and symptoms 
progress, an operation should be advised. The 
patients with a congenitally short esophagus with 
dysphagia will derive tremendous relief from 
esophagoscopy and weekly dilatations. A phrenic 
paralysis may aid occasionally in relieving symp- 
toms in a small hiatus hernia, but as a rule this 
treatment is not effective. It can be used on the 
poor risk patients who could not withstand a more 
major procedure. In our series three patients had 
a temporary paralysis of their phrenic nerves as 
the only surgical treatment, and only one noted 
any improvement. Six others had a phrenic crush 
performed before or during a major surgical re- 
pair of the left diaphragm. This was done to 
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facilitate the surgical procedure and to keep the 
diaphragm at rest during convalescence. 


Of the 158 cases in the past five years, eight 
patients had a repair of their diaphragmatic defect 
through the thorax and eight via an abdominal 
approach. One patient underwent operation by 
both approaches on the same admission. Follow- 
ing the abdominal repair there was a recurrence 
which was satisfactorily repaired at a later trans- 
thoracic operation. The question always arises 
as to which approach is more desirable for any 
particular hernia. Harrington advocated doing 
all left-sided hernias through the abdomen and 
all right-sided ones through the thorax. He feels 
that for left-sided hernias the abdominal approach 
lends itself to less risk of thoracic complications. 
It is especially good in the esophageal types of 
hernia because the sac is always in the posterior 
mediastinum and not in the thorax. 


Hedblom, on the other hand, used slightly 
different criteria for approaches to the diaphragm. 
His indications for the abdominal approach are 
intestinal obstruction, hernias through the fora- 
men of Morgagni, and hiatus hernias, especially 
if the diagnosis is not clear cut. This is, in cases 
where one is not sure that the-patient’s symptoms 
are due solely to the hernia,.an abdominal ex- 
ploration may be carried out to seek out other 
pathologic conditions. The reason for this ap- 
proach in intestinal obstruction is obvious, be- 
cause certainly if strangulation is present, resec- 
tion can be done through the abdomen. The an- 
terior position of subcostosternal hernias makes 
the abdominal approach ideal for repair of this 
defect. He advises thoracotomy in all freshly pene- 
trating wounds of the diaphragm, in old large 
chronic traumatic hernias where there may be 
adhesions with partial obstruction, and in all in- 
dividuals who have a long narrow chest with an 
acute costal angle. The real issue, then, is whether 
the hernia is “stuck” enough in the thorax by 
old adhesions versus difficulty in reduction via 
thoracotomy. The actual repair of the defect can 
be done much easier from above. 


In the newborn, large hernias containing most 
of the abdominal viscera are best attacked through 
the abdomen. There are very few, if any, adhe- 
sions in this group and the herniated organs can 
be delivered out of the chest easily. Often, after 
closure of the diaphragmatic defect, the perito- 
neum and fascia of the abdominal wall cannot be 
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TABLE VIII 








Organs No. 


x 
| 





. Stomach 132 
. Stomach and colon 

. Stomach and omentum 

. Stomach and omentum and colon 
Colon alone 

. Omentum only 

- Spleen with other organs 

- Small bowel with other organs 

- Appendix with other organs 


CRUMP OR 
NON RboULS 
3 


NOOroe COOK 


Results of Treatment No. 
Improvement with medical treat- e 
ment alone 2 
. No improvement with medical 
treatment alone 
Improvement with surgery 15 

© improvement with surgery 2 
. Recurrence of hernia . 

. Postoperative death 1 
- Death due to unrelated causes 9 
- No recorded follow-up 6 
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(total of 18 ops.) 
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brought together in these infants. The method 
advocated by Ladd and Gross of closure of the 
abdominal wound in two stages will solve this 
very real difficulty. In the first stage recommended 
by these authors the subcutaneous tissue and skin 
of the abdominal wall are the only tissues ap- 
proximated. These tissues have a great deal of 
elasticity and can be stretched considerably, where- 
as fascia and muscle do not lend themselves read- 
ily to this. In several days the wound is reopened 
and a layer closure done. 


These patients, with the exception of the new- 
born with a massive hernia, are usually in good 
condition and require a minimum of preopera- 
tive care. Harrington advises a preoperative 
espohagoscopy on all patients with hiatus hernia to 
rule out ulcerations, stricture, or neoplasm. He 
reports three patients with neoplasm of the lower 
esophagus and four patients with carcinoma of the 
stomach associated with hiatus hernia. If signs of 
strangulation are present, operation should not be 
delayed and resection should be done if necessary. 
The patient’s condition may preclude repair of 
the defect at the same time, but this can be done 
at a later sitting. 


The organs found in the hernia in our cases, 
either at operation or by x-ray, are listed in Table 


VIII. 


There was no recorded follow-up in 60 per cent 
of our patients, so it can be assumed that the 
majority of these patients obtained some improve- 
ment from their recommended treatment which, 
for the most part, was purely medical. They were 
all advised conservatively and asked to return if no 
improvement was noted. Of the eighteen opera- 
tions performed, fifteen of the patients obtained 
marked relief from their symptoms and only two 
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noted no improvement. One patient had two oper- 
ations before the hernia was completely repaired. 
It is also very interesting that there was x-ray 
evidence of incomplete repair or recurrence in 
five patients, but in only two of these patients were 
there subjective complaints due to the recurrence. 
One patient died, a newborn with a tremendous 
congenital hernia, who would have died had the 
operation not been performed. Results in gen- 
eral with both medical and surgical treatment are, 
on the whole, rather good. 


Conclusions 


1. One hundred and fifty-eight cases of dia- 
phragmatic hernia are presented, 132 of which are 
esophageal hiatus hernias. 


2. These hernias can be classified into non- 
traumatic (congenital and acquired) and trau- 
matic (direct or indirect injury). 

3. The highest degree of prevalence is in the 
older middle-aged groups and in the obese. 


4. Symptomatology is extremely variable, and 
the condition is frequently referred to as the 
“masquerader of the upper abdomen.” 


5. Physical examination is usually negative ex- 


cept for\slight or severe obesity. 
6. Laboratory findings are usually noncontrib- 
utory, although many times an anemia is present. 


7; The diagnosis is made on the clinical pic- 
ture and by x-ray. 


8. It is frequently difficult to differentiate the 
cause of symptoms when there are associated 
x-ray findings present such as gall-bladder disease 
and duodenal abnormalities. 


9. Treatment is divided into medical and sur- 
gical types. Those patients with mild or moderate 
symptoms are advised on conservative manage- 
ment, and those with severe complaints, if they 
do not respond, after a short trial on medical care 
are advised to have an operation. 


10. Results of both surgical and medical treat- 
ment, if properly handled, are good. 
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AS WE SEE IT 


(Continued from Page 1226) 


ly in the absence of any Congressional move to 
veto them. 


The difference between the propositions ac- 
cepted and the one rejected is this. Those not 
vetoed are in accord with the Hoover Commission 
Report, and beyond that do not aim at anything 
other than increased administrative efficiency. 


Rejection came when Mr. Truman offered a 
plan in direct contradiction to the Report’s rec- 
ommendation which won enemies in both parties 
by being a pretty transparent move to further the 
aspirations of the welfare staters—Editorial, De- 
troit Free Press, August 19, 1949. 


TRUMAN CLINGING TO WELFARE PLAN 


Congress hasn’t heard the last of Government 
Reorganization Plan No. 1 to set up a Depart- 
ment of Welfare. 


The Senate’s turndown has not cooled Presi- 
dent Truman’s determination to put the proposal 
through. He will make another try to get ap- 
proval. 


The President disclosed this in a talk with Reps. 
Robert Crosser and Wayne Hays of Ohio. They 
conferred with him on Government reorganiza- 
tion plans. 


“As long as Government reorganization can be 
vetoed by either branch of Congress,” said Hays, 
“it will be impossible to effect economy in ex- 
penditures. It’s the old story of lobby pressure. 
The lobbies go to work behind-the-scenes and kill 
these proposals. That happened when Hoover was 
President and what the Senate did on this proposal 
was more of the same.” 


“That’s true,” said Truman, “but they are not 
scaring me. If the Hoover Commission’s mag- 
nificent report is to mean anything, it will have 
to be put into effect. I am going to keep on send- 
ing plans for that purpose to Congress. Whenever 
one is vetoed, I’ll send up a revised plan in its 
place.”—Rosert S. ALLEN, Washington Merry- 
Go-Round, August 24, 1949. 
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Nervous Indigestion 


By Walter Lincoln Palmer, M.D. 
Chicago, Illinois 


HE OLD ADAGE that “there is nothing new 

under the sun”’ is, in this atomic age, obviously 
not true, for we have witnessed the appearance 
of one breath-taking miracle after another. We 
have become weary of new things. Nervous indi- 
gestion, however, is not new, and there is no new 
method of treatment. It is, therefore, with con- 
siderable hesitation and many misgivings that I 
have undertaken to discuss this subject. 


There are several compelling reasons for ac- 
cepting ‘the assignment. The first of these is the 
great frequency of the disorder; more than half 
of the patients coming to the physician with ab- 
dominal complaints have no organic basis for their 
distress. The second reason for discussing this 
subject is that a great deal can be done for these 
individuals; they make excellent patients, well 
satisfied and grateful. Phirdly, the early symptoms 
of numerous diseases are indistinguishable from 
those of nervous indigestion; it is most important 
to look for the organic disease in order to institute 
proper treatment as early as possible. If the 
diagnosis is really “nervous indigestion,” the phy- 
sician may proceed with appropriate therapy, 
but he should not be satisfied with his diagnosis 
until the symptoms have been relieved, for the 
“proof of the pudding is in the eating,” and the 
physician while treating the functional disorder 
should always keep a “listening ear” for the 
overtones, the signs and symptoms of organic 
disease. 

But before discussing treatment, it is necessary 
to pause briefly for definition of the disorder and 
for a consideration of the symptoms, signs, and 
diagnosis. Terminology is often difficult, and so 
I find no entirely satisfactory name for this syn- 
drome. “Nervous indigestion” implies that the 
trouble is all nervous, which it is not, and indeed a 
true indigestion, which it is not. “Dyspepsia” is 
an indefinite term, but so is the disorder. “Ner- 
vous stomach” and “acid indigestion” are equally 
“Trritable colon,” “un- 
mucous colitis,” 


indefinite designations. 


> «66 39 «666 


happy colon,” “spastic colitis, 
and similar terms are all more or less satisfactory 


Read at the eighty-third annual session of the Michigan State 
Medical Society, at Detroit, September 24, 8. 
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or unsatisfactory, depending on one’s point of 
view, but they all imply the existence of a disorder 
of functional origin without organic basis. 


The symptoms are most varied in type and in 
severity: heartburn, belching, excessive abdominal 
fullness while eating or after eating, generalized 
or shifting abdominal discomfort, sometimes rather 
severe abdominal pain, usually located below the 
navel, relieved by defecation or flatus but some- 
times induced by defecation. Excessive flatus, with 
rumbling and gurgling noises in the abdomen, is 
not infrequent. As a rule, there is a history of 
“constipation,” defined by the layman in various 
ways. Usually he means that in order to have a 
bowel movement daily, or after each meal, or 


whatever his notion of normal bowel function . 


may be, it is necessary for him to take a daily 
laxative of some sort, or at least one every other 
day, or large enemas at frequent intervals. If the 
patient is asked whether his stools are hard and 
dry, he usually replies: “No, I never allow them 
to get that way!” Thus, most patients give a 
history, if pressed, of passing mushy, unformed 
stools, watery stools, or formed stools of small 
caliber, true lead-pencil or ribbon-sized stools, 
resulting from the colonic hypermotility and 
spasm. Many patients with the most severe types 
of spasm and abdominal pain pass small hard 
marbles or the sheep-dung type of feces. Relative- 
ly few patients with functional bowel distress pass 
regularly the well-formed stools of good caliber, 
an inch or so in diameter considered to be normal. 
True constipation, as signified by the infrequent 
passage of large, hard, dry feces, is rarely seen 
in these individuals. 

On physical examination it is usually possible 
to demonstrate a tender colon, particularly in the 
sigmoid and the transverse portions. This finding 
together with the distress described and the his- 
tory of disturbed bowel function completes the 
clinical triad. 

The diagnosis is based in part upon the picture 
described and in part upon exclusion, because the 
syndrome can accompany so many organic dis- 
eases, some of them silent, some of them giving 
symptoms simulating a nervous disorder, some of 
them of importance, and some of no consequence 
at all from the clinical point of view. The value 
of the routine physical examination, including 
the vaginal and the rectal examinations, the 
laboratory studies such as the blood count, uri- 
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nalysis, gastric analysis, fecal analysis, and blood 
serology cannot be emphasized too strongly. Dig- 
ital examination of the rectum should never be 
omitted. Proctoscopic inspection of the rectum 
and rectosigmoid should be carried out whenever 
possible, primarily for two reasons: cancer in 
these areas is common, frequently missed by the 
palpating finger and by x-ray, and it is relatively 
curable by surgery; ulcerative colitis may be recog- 
nized only by means of this procedure. Hemor- 
rhoids are best diagnosed not by proctoscopy or 
by palpation but by inspection with the patient 
on his side, the buttocks drawn apart, and the 
patient bearing down as much as possible, an at- 
tempt at defecation producing eversion of the anal 
mucosa. 


X-ray examination of the chest, gall bladder, 
esophagus, stomach, duodenum, terminal ileum, 
and colon (barium enema) should be done almost 
routinely in this group of patients. The tests do 
not in themselves provide a diagnosis of nervous 
indigestion, but the demonstration of normal struc- 
tures is compatible with that diagnosis and pro- 
vides some of the reassurance needed by the 
patient as an important part of his therapy. 

The differential diagnosis includes the differ- 
entiation of the common diseases of the digestive 
tract such as peptic ulcer, gallstones, regional en- 
teritis, and cancer. Not infrequently such disease 
is present; the physician is then confronted with 
the problem of appraisal, of judging which dis- 
orders are responsible for the symptoms, and 
which are in need of treatment. Thus an active 
peptic ulcer, as indicated by demonstration of a 
crater, requires treatment; a duodenal deformity 
may or may not be accompanied by ulcer symp- 
toms and an active ulcer. Gallstones may be silent 
and have nothing to do with the dyspepsia; “bili- 
ary dyspepsia” is a myth, or perhaps it is better 
to say that it is nervous indigestion occurring in 
a patient with gallstones; it can be treated inde- 
pendently of the gallstones. There are numerous 
other organic processes in the digestive tract, dis- 
coverable by appropriate examination, but of no 
consequence in terms of symptoms. Most forms 
of gastritis are to be included in this category; 
the superficial, hypertrophic, and atrophic types 
seen by the gastroscopist may be disregarded in 
the treatment of the patient. Chronic cholecystitis 
and chronic appendicitis may likewise be ignored. 
Adhesions are of little consequence unless they 
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produce intestinal obstruction, complete or incom- 
plete, evident by recurring attacks of rhythmical 
intermittent abdominal pain without diarrhea. 
Adhesions are not to be looked upon as a cause 
of chronic, daily recurring abdominal distress. 
Similarly, the various food allergies are, in my 
judgment, rarely if ever responsible for chronic 
day-to-day distress, although they may produce 
acute gastrointestinal disturbances. 

The treatment of nervous indigestion begins, of 
course, with the anamesis and continues through 
the various examinations. The astute physician 
studies the reaction of the patient and attempts 
to evaluate his personality even if no formal 
psychiatric history is written. It is often extremely 
helpful to take a psychiatric history, or at least 
a social history, in order to understand better the 
background of the patient, his trials and tribula- 
tions, and the manner in which he has reacted 
to stress and strain through the years. The abdo- 
men has long been regarded as the “sounding 
board of the emotions,” but the physician does not 
learn of the emotions by listening to the abdom- 
inal complaints unless his ear is pitched to the 
overtones. He must then take the time to hear 
the main emotional theme which can usually be 
elicited with a few appropriate questions asked at 
the proper time after a satisfactory and friendly 
rapport has been established. The physician must 
be alert to the possibility not only that the abdom- 
inal complaints may be of emotional origin, but 
that the emotional disturbance behind them may 
be very profound. Mild depressions, severe de- 
pressions, latent and overt schizophrenia, par- 
anoia, hysteria, and the severe anxiety states, as 
well as the psychoneuroses, all come into the phy- 
sician’s office in the guise of nervous indigestion. 
They should be recognized if possible. Some of 
them are treatable in terms of modern psychiatric 
procedures; others are incurable. The physician, 
however, must attempt to treat them; he must 
deal with them whether they are curable or not. 
The therapeutic goal depends upon the patient 
and also upon the physician; the physician is 
obligated by his profession to do the best he can 
even though it is not perfection. The techniques 
of psychiatric therapy, however, may be read in 
volumes elsewhere; it would be futile to attempt 
to describe them here. 


Diet therapy is important, but not too im- 
portant. It is a mistake to direct an obsessive, 
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compulsive person into meticulous consideration 
of the number of prunes to be eaten each day. 
On the other hand, diet should not be disregarded, 
at least in the majority of patients. They expect 
a diet, and it does provide some excuse for im- 
provement, as it were. Furthermore, there are 
differences in the laxative effect of different foods, 
depending upon the presence of chemical irritants 
to the bowel and the amount of undigested food 
residue. Skeptics regarding the role of such physi- 
ologic factors may be reminded of the well-known 
diarrheal effect of castor oil, beer, and molasses, 
to name only a few. I ordinarily use a diet sheet 
containing the various foods divided into groups 
so that the most irritating ones can be eliminated. 
Stipulated amounts of the less objectionable foods 
may be prescribed, especially of the cooked fruits 
and vegetables. Raw fruits and vegetables, beans, 
honey, molasses, candy, syrup, soft drinks, beer, 
pickles, spices, and such foods may be eliminated 
for a time at least.’ Coffee and tea should be 
reduced to a minimum. Tobacco is not a food; 
it does stimulate the digestive tract in some 
individuals and may be discontinued. 


The goal of diet therapy is to provide such food 
to maintain proper nutrition (or to accomplish a 
desired reduction in weight) and at the same time 
to provide the correct amount of stimulation for 
the bowel. 
caliber, too much irritant has been ingested; if 
the feces are large and hard, too little. The chief 


If the stool is unformed or narrow in 


difficulty as a rule is not in regulating the bowel, 
but rather in re-educating the patient as to what 
is a normal and desirable bowel function. One 
may wait days for fecal matter to descend into 
the rectum since there is no “rhyme or reason” to 
The 
number of bowel movements per day, week, or 
month is not important provided the consistency 
is satisfactory. The amount of fecal material is 
also not important; in fact, the more complete 
and hence the more perfect the process of diges- 
tion, the less the amount of residue to be expelled 
as feces. One must be on the alert, however, to 
detect the presence of fecal impactions. The pa- 
tient may have a rectal dyschesia and be unable 
to expel the feces without the aid of a glycerin 
suppository, a small water enema, or perhaps a 
digital breaking up of the fecal masses followed 
by a large enema. Some time and patience may 
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the rate of travel in the normal colon. 


be required for the re-education of patients who 
have lost the normal defecatory reflex. 


Medication, like diet, is of secondary import- 
ance. Antispasmodics, such as belladonna, are of 
some value. Belladonna may be conveniently pre- 
scribed as the extract, 4% to % of a grain three 
or four times per day, or as the tincture, 5 to 10 
m. three or four times daily. Sedatives are helpful 
for their general effect and also because of their 
quieting action on the bowel. Phenobarbital in 
doses of %4 to Y2 grain three or four times daily 
is very satisfactory and can be given in combina- 
tion with the belladonna. In patients with in- 
somnia, the daytime administration of sedative 
may be sufficient to induce sleep at night; if not, 
additional doses of the same or a different hypnotic 
may be used at bedtime. Addiction is rarely a 
problem except in rather severely disturbed pa- 
tients in whom the addiction becomes a manifesta- 
tion of the intensity of the underlying emotional 
chaos. If this is not dealt with adequately, the 
patient clings to his addiction, for it provides a 
means of partial relief. 


In conclusion, then, nervous indigestion is not 
a disease, but a syndrome, bizarre and indefinite. 
In a sense, it is the warning signal of a person- 
ality in distress. The correct evaluation and treat- 
ment of nervous indigestion is partly a work of 
science, partly a work of art. The physician who 
relieves the distress, who restores health, be it of 
mind or body or both, may be proud of his work 
and, like the true artist, gaze upon it with satis- 
faction. Leonardo da Vinci was both a scientist 
and an artist—an artist who worked with lasting 
materials. His paintings of the Last Supper and 
the incomparable Mona Lisa have come down to 
us through more than five centuries of human 
striving. Fifteen generations of men have lived, 
died, and been forgotten, but the Mona Lisa 
brings ever to life the name of Leonardo da 
Vinci. Physicians work with perishable human 
materials with the hopes and fears of men who are 
transient actors on the stage of life, but who are 
the makers of human destiny. Our handiwork will 
not be preserved for posterity; our men and women 
create the present and the future. They are our 
reward. The smile which brightens the face, 
enlivens the eye, and quickens the step of the pa- 
tient relieved of nervous indigestion is our Mona 
Lisa, ephemeral to be sure, but, to the physician, 
warm and satisfying. 
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The Art of Living 


By Hugo Aach, M.D. 
Kalamazoo, Michigan 


AGES PAST, the Jews gave to the people 
of the world a set of laws. If the people of 
the world would abide by those laws, we would 
not be having the trouble that we have today. My 
subject, “The Art of Living,” is based upon the 
Ten Commandments. What I say here applies 
to no particular individual but applies to all of 
us, including myself. The Ten Commandments, 
today, are as workable as they ever were. The 
only thing is that man must make them work. 


I Am the Lord, Thy God Which Brought Thee 
Out of the Land of Egypt, Out of the 
House of Bondage. 


We may interpret this in our own field: that 
medicine grew from sorcery and quackery. Hap- 
pily now, we are no longer bonded and fettered 
by sorcery and quackery, but have developed into 
the noblest of the professions. Let us trace some 
of the progress that has been made since I was 
a student; men who are middle aged have seen 
the entire aspect of medicine change within our 
professional lifetime. 


In 1921 there were at least twenty-five or thirty- 
five cases of typhoid fever in the City of Kala- 
mazoo; now we may have one or two Cases a year. 
It is hard to teach the diagnosis of the disease 
today because of the lack of cases. Diabetic 
acidosis was usually a fatal condition, as was perni- 
cious anemia. The meningitis mortality was huge. 
I can remember when Doctor Marsh, the internist 
at Ann Arbor in 1922, stated that insulin would 
never be practical. Pneumonia was a major prob- 
lem, with a 20 to 40 per cent mortality. Many 
patients became delirious. Lead poisoning and 
kidney inflammation, namely, pyelitis, were com- 
mon. 


All of these problems are now solved or tremen- 
dously changed. Public health measures have vir- 
tually wiped out typhoid. Industrial hazards are 
disappearing to a large degree, and industrial safe- 
guards have almost eliminated lead poisoning. 
Diabetes has been controlled by insulin. Pernicious 
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anemia can now be handled safely in the office 
or by the out-patient department, and so, as a 
rule, can pyelitis. Pneumonia has been changed 
from a dangerous disease to a relatively mild one. 
Interns now rarely see a delirious pneumonia pa- 
tient. The mortality of meningitis has been cut 
to a fraction. Its terrible consequences, such as 
complete deafness, are almost non-existent except 
in neglected cases. Not only in the realm of 
internal medicine but in the realm of surgery, 
through such factors as nutrition and the use of 
life-saving drugs, peritonitis is a much rarer sequel. 
In the removal of bowel cancer, the antibiotics 
and sulfanilimides have aided greatly. 


Increased knowledge of the glands of internal 
secretion and the use of substances derived from 
their secretions have made possible other ad- 
vances. High blood pressure is now being attacked 
in certain instances by operation on the sym- 
pathetic nervous system. Physiology, radiology, 
biophysics, and biochemistry have all contributed 
enormously to a better understanding of the nature 
and treatment of disease. Out of the war came 
a great increase in knowledge of the use of blood, 
blood plasma, serum albumin, and the clotting 
elements in the treatment of wounds, infections, 
shock and burns. These are but a few significant 
advances in medicine and surgery, and their re- 
lated specialties are going through a constant 
change. 


Fundamental realignments are taking place: 
diseases which once carried with them a tragic 
mortality now carry a very low death rate. Opera- 
tions which were once performed by a few great 
surgical adventurers are now being done even 
more successfully by many surgeons, but much 


remains to be done. 
on 


Surely we have come a long way from that 
House of Bondage; but on the other side of the 
picture, in 1946 in the city of Philadelphia there 
were 8,000 deaths from heart disease, another 
3,600 people died of related diseases of the blood 
vessels and kidneys, and cancer killed 3,800. These 
dread diseases are at the top of the list of the big 
unsolved questions facing medicine. Only a begin- 
ning has been made in their understanding and 
treatment. They are all, largely, diseases of later 
life, and thanks to medical advances, the average 
life span has increased fifteen years in the last 
forty years. | 


Another big problem is this: In the year 1880, 
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there were 1,700,000 men and women in the 
United States over sixty-five years of age. There 
are now 10,000,000. The statisticians tell us that 
by 1980, this number will be nearly double. Unless 
the means can be found to keep this large group 
sufficiently well to enjoy life and to play an 
economically social and useful part in the life of 
each community, the country will have a heavy 
burden on its hands. The fact that medicine has 
a tremendous job before it needs no emphasis. 
The facts and figures speak for themselves. A well- 
informed physician will tell you that one of the 
medical profession’s biggest problems is co-ordina- 
tion of facilities and skill, but we should never 
forget that humanitarian ideals are as important 
as co-ordination of facilities and skill. In the old 
days, the patient expected his doctor to know 
everything needed for his welfare. Now the ad- 
vance and spread of medical knowledge is so great 
that it is impossible for one person to master the 
whole field. That is why we are seeing more and 


more specialists in medicine. Yes, we have come. 


out of the House of Bondage, but we have a long 
way to go. 


Thou Shalt Have No Other Gods Before Me 


Medicine is a jealous taskmaster. It requires a 
man to devote his time and his efforts to con- 
stantly improving himself, for his profession, and 
the people whom he is to serve. If we weaken, 
if we let down for a single year or even a month, 
we slip behind. As I have shown, medicine has 
made many advances in the past twenty years. 
It will. make a great many more in the next 
twenty. It behooves all of us to study, to work, 
to keep up for the sake of the people who are 
entrusted to our gare. We must not let other 
Gods come before us. Medicine and only medi- 
cine should we think of. Money should never 
enter in. Medical men as a class may not become 
wealthy, but they give their children good educa- 


tions and are not dependent in their old age. 
Here is an illustration about money which is 
food for thought: In 1923 a group of the world’s 
most successful financiers met at the Edgewater 
Beach Hotel in Chicago. Present were the presi- 
dent of the largest independent steel company, 
the president of the largest independent utility 
company, the greatest wheat speculator, the presi- 
dent of the New York stock exchange, a member 
of the President’s Cabinet, the greatest “bear” in 
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Wall Street, the president of the Bank of Inter- 
national Settlements, and the head of the world’s 
greatest monopoly. Collectively, these tycoons con- 
trolled more wealth than there was in the United 
States Treasury. For years newspapers and maga- 
zines had been printing their success stories and 
urging the youth of the nations to follow their 
examples. Twenty-five years later, let us see what 
happened to these men: the president of the largest 
steel company, Charles Schwab, lived on borrowed 
money the last five years of his life and died broke; 
the greatest wheat speculator, Arthur Cutten, died 
abroad, insolvent; the president of the New York 
Stock Exchange, Richard Whitney, was recently 
released from Sing Sing; the member of the Presi- 
dent’s Cabinet, Albert Fall, was pardoned from 
prison so that he could die at home; the greatest 
“bear” in Wall Street, Jesse Livermore, committed 
suicide; the president of the Bank of International 
Settlements, Leon Fraser, committed suicide; the 
head of the world’s greatest monopoly, Ivar Krueg- 
er, committed suicide. All these men had learned 
how to make money but not one of them had 
learned how to live. Let not money be your goal. 
There should be only one goal for all of us, and 
that is, that we know what is best in medicine 
so that we can do our full share, in order that we 
may help alleviate the ills of humanity. 


Thou Shalt Not Take the Name of the 
Lord Thy God in Vain. 


When things go wrong, we should not blame 
our fellow doctor, the hospital, the nurse or the 
individual who is helping in our office. Maybe, 
perhaps, the fault lies within ourselves, due to 
our own inadequacy. How many of us read medi- 
cal periodicals regularly and attend all of the 
medical meetings that we should? Not only local 
medical meetings, but state medical meetings, na- 
tional meetings, special meetings. How many of 
us in the last ten or twenty years have taken any 
postgraduate work? Yes, if we are only honest 
with ourselves, we can look back and say, the 
fault does not lie with someone else, the fault 
lies within ourselves. Improvements come in the 
practice of medicine and in hospitals. When we 
do not like what is being done to improve the 
practice of medicine, maybe we are defending 
our own inadequacies. Maybe if we all kept up, 
we would not feel that something sinister is being 
done to harm us, but that the trouble lies within 
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ourselves, and our salvation is to make ourselves 
better. 

Recently, at one of our surgical staff meetings, 
without evaluating the merits of what was being 
discussed, which was for the improvement of the 
surgical staff, not one of the discussants mentioned 
the welfare of the patient; each was worried only 
about whose toes would be stepped on by whom. 
Maybe we should try to improve ourselves and 
make ourselves better. Therein lies our salvation. 


Remember the Sabbath Day and Keep It Holy 


For six days shalt thou labor and the seventh 
day shalt thou rest. Neither thy son nor thy daugh- 


' ter, thy manservant nor thy maidservant, nor thy 


ox nor thy ass, nor the stranger within thy gate, 
shall labor on the Sabbath Day. This should be 
taken literally. However, it is my belief that it 
also has a modern meaning. We all should take 
vacations. I have never yet taken a vacation from 
which I did not come back full of zest, with the 
willingness and a desire to go to work. Further, 
it might be a good thing if all of us would take 
our wives out more to dinner, make life a little 
easier for them, after they have worked at home 
all day. It is the small things that count. 
Another thing we should never forget is that we 
should grow up with our children. Our children 
are only young once. It is not only our duty but 
it is our privilege to grow up with them, and not 
wait until they have gone on, gone away from 
home to school, and wish that we had done this 
or that with our children. It is so much nicer to 
make life a little bit easier and more pleasant for 
the ones that we love. It is so easy for us to do it, 
if we will only do it. Remember, you cannot take 
it with you, and the time is shorter than you think. 


Honor Thy Father and Thy Mother So That 
Thy Days May Be Prolonged and Thou 
May Live in Peace 


This should be taken literally, because those of 
you who still have your fathers and your mothers 
should do whatever you can to make life a little 
bit easier for them. Do the little niceties for them. 
Get them little presents. Take them out, so that 
when they are gone you will have no regrets and 
you will have done everything that you could 
possibly do for them. They are only here once. 

As for the modern version of “Honor thy Father 
and Thy Mother,” some of us older men were 
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talking one day recently, and some thought that 
perhaps the younger man today does not have the 
respect for the older man that we did when we 
got out of school. I know that when I came here 
the older men gave me inestimable aid, and I 
gained a respect for them and, frankly, I thought 
they knew a lot. My ideas never changed. Re- 
member that when an individual graduates from 
school today, and has three or four years of train- 
ing, he still has had very little experience. There 
is nothing that will take the place of experience. 
The older man, through his experience, has a wis- 
dom that he is only too willing and only too glad 
to impart to the younger man, if the younger 
man will only heed and listen. Remember that 
small courtesies and niceties are appreciated by 
older men; many have told me so. No one should 
have too much esteem for himself. That esteem 
is only a figment of the imagination and of one’s 
own self-importance. It takes time, I suppose, for 
every man to grow up and appreciate that experi- 
ence does count. Hippocrates said, “Knowledge 
comes, but wisdom lingers.” This is as true today as 
it was when he said it. 


Thou Shalt Not Kill 


We should never be afraid of consultation. We 
should never be afraid to say that we do not 
know. After all, people have much more respect 
for us if we are not ashamed to say that we do 
not know. It is a bright person who knows when 
he does not know. Consultation is only for the . 
good of the patient, and all of us are striving for 
that goal. 

We also should not kill the respect of the public 
for us. When we are called we cannot have our 
office help say, “The doctor does not make calls 
on Saturday and Sunday.” After all, germs grow 
seven days a week. There are times when we can- 
not make a call. We may be too tired, and this 
is a legitimate excuse, or there may be some other 
legitimate reason for not making a call, but we 
can recommend another man or two. We can 
furnish their telephone numbers and tell the indi- 
vidual that if he is unable to get help that he 
should call us back and that we will help them 
out even though we do not happen to do that 
kind of work. This is diplomacy and does not 
make enemies. People would appreciate it. After 
all, we should treat people the way we ourselves 
would want to be treated. 
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Thou Shalt Not Commit Adultery 


This, to be sure, should be taken literally. I 
wonder, if Moses had had more experience and 
more knowledge in the science of heredity, if he 
would not have advised his people not to waste 
the seed. That is to say he would have taught 
his people to marry someone as good, physically 
and mentally, or better than themselves, so that 
they would enhance their seed and so make the 
race better. 


In the modern sense, in Webster’s Dictionary, 
adultery means to debase, to make impure. I 
wonder, if by seeing too many patients, we do not 
debase the practice of medicine. There is an old 
adage that “the more: thoroughly one sees a 
patient the less patients he sees, and the more 
patients that one sees the less thoroughly he sees 
his patient.” We should not simply give drugs 
without examining patients. We should be much 
more than a “glorified drug store.” We have a 
noble profession to uphold. We cannot see too 
many patients and do good work. Never let us 
forget it. We cannot do as was recently done in 
a nearby city—send an individual into the hospital 
with a diagnosis of an incarcerated hernia on the 
right side and a strangulated hernia on the left 
side. How many physicians have ever seen these 
two conditions occur in the same person at the 
same time? This type of action is debasing the 
good name of medicine. It is not only impure 
practice; it is just plain dishonest. Such practices 
will not carry us very far. 


Thou Shalt Not Steal 


We have to be honest with our fellow man and 
with ourselves. When physical examinations are 
done without having the patient remove his cloth- 
ing, or, what is worse, when one’s office help does 
the examination, with the physician not even 
seeing the patient, this is dishonest—it is just plain 
stealing. We cannot make excuses for this kind 
of business. It is not the way we were taught to 
practice medicine. If we give injections for this 
and for that when there is not the slightest evi- 
dence of scientific worth for the product, is that 
honest? When patients come back time and again 
to receive their injection, and never see the doctor 
but only the female assistant, and this goes on for 
months—I ask you, how many of us were taught 
to practice medicine in this manner? Today with 
people as enlightened as they are, how long do you 
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think the profession will be able to stand this kind 
of practice? Not long, I hope. Anything and every- 
thing not good that is done by a few of us rebounds 
on all of us. People do not remember the good 
as long as they do the bad. Public relations com- 
mittees would not be necessary if we all did the 
right thing. The public relations committee is a 
frank admission that all is not well, that we are 
making excuses for ourselves. I ask you to think 
this over. These are not nice things to say, but 
they are truths and we cannot deny them. I am 
ashamed of them as much as you are. 


When people come to us for medical care, they 
have the right to expect an honest examination 
and good care. Anything short of this is bad and 
is dishonest. It will break the confidence in the 
physician more than anything else I know of. 
Is it a wonder that some people are not friendly 
to our profession! Bad and dishonest practices will 
certainly not stave off or hinder socialized medi- 
cine. I think probably that we shall have socialized 
medicine, because, if for no other reason, the 
whole world is becoming more and more pater- 
nalistic and people want so-called security. I do 
not mean that we, by doing what is right, can 
stave off socialized medicine, but we perhaps could 
salvage a somewhat better way to practice in a 
socialistic regime, if we all did what was right so 
that we would all be respected. We certainly, by 
not doing what is right, are gaining nothing for 
ourselves or the people whose interests we should 
have at heart. 


Thou Shalt Not Bear False Witness 
Against Thy Neighbor 


Talking about the other fellow, cutting words— 
these are not nice things to say, but they are the 
truth. How many times have we all sat about, in 
various rooms of the hospitals, talking about this 
man or that man, or this group of men or that 
group of men? Remember that every knock is a 
boost. Whether you agree with the methods or 
not, anything that is done in either hospital in 
this city, I know, is done with the benefit of the 
patient in mind; and remember, as I stated in dis- 
cussing the Third Commandment, maybe our 
faults lie within ourselves. So, rather than bear 
false witness against your neighbor, sometimes if 
you cast bread upon the water you will receive 
cake back. 


It is all right to criticize but the way we should 
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criticize is not with destructive criticism but only 
with constructive criticism. That is the way we 
progress. It is so much easier to say something 
nice than something that will hurt some one’s feel- 
ings. It leaves a much better feeling with the other 
individual to have something nice said about him, 
rather than something mean, something sharp 
and cutting. We have a lot to be ashamed of, and 
if I cannot trust you and you cannot trust me and 
we cannot trust each other, how in the world can 
we expect the public to have confidence in us and 
our profession? Let us all start the new year with 
a resolution to work together for the good of all, 
and let us not say cutting and mean and base 
things about one another or this group and that 
group or this hospital and that hospital. 


Thou Shalt Not Desire Thy Neighbor’s Wife, nor 
His House, nor His Field, nor His Manservant, 
nor His Maidservant, nor His Ox, nor His Ass 


In other words, let us not be jealous of what 
the other man has. If we do our work and do it 
properly, we shall get our just reward. Remember 
that the world pays for a job well done. Some- 
times a man works all his life, grows old and never 
gets the things that he planned to get, and never 
knows the reason why. Yet the reasons are simple: 
too often he thinks only in terms of getting. Too 
often he only takes; he seldom gives. This is a 
life of giving and getting, but the element of giving 
comes first. 


Then, the vast majority of men never think of 
mastering their jobs. They never try to do their 
work in a way that is better than is just common. 
Too many do their work in volume and time just 
to get by. That is why the good things in life 
they are expecting never come. The world pays 
for the amount of work and the kind of work we 
do. I do not mean only in terms of money. It 
pays less for this kind and more for that kind, 
and pays with fair exactness. When it finds that 
we do a fine thoughtful job, it pays us well and 
pays us regularly and adds, in time, the extras. 
But if it finds that we do our work carelessly or 
casually or grudgingly, as though it weren’t worth 
the doing, we get paid in kind. We never get the 
things we want. The world pays for masterpieces 
and has no patience with lesser things, knowing 
that many men succeed, become mastercraftsmen, 
famed machinists, famed chemists, famed account- 
ants, famed office executives, famed lawyers, and 
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master physicians, famed in work which some do 
in mediocre fashion. 

In closing, let me say that we should remember 
our heritage, that we have advanced far in the 
science and skills of medicine, but that we should 
never forget humanitarian ideals, and even though 
we have come a long way from the House of 
Bondage, we still have many things to do. 

Remember: 


® That we should have no other gods than 
medicine and should constantly strive to improve 
ourselves. 

® That we will not take the name of the Lord 
thy God in vain and will not blame others for our 
own inadequacies and will remember that our sal- 
vation lies in making ourselves better. 

®@ That we should take vacations and do nice 
things for the ones that we love. 

® That we all should honor our fathers and 
mothers, the older physicians and, in fact, all 
elderly people. 

@ That we should never kill the respect of the 
people for our profession and that we should have 
consultations freely when needed. 

® That we will not debase and make impure 
the practice of medicine by seeing too many pa- 
tients or by giving drugs without examining 
patients. 

® That we will be honest with ourselves and 
our fellow men. 

® That we will not bear false witness against 
our neighbor, by saying unkind cutting words and 
making accusations that-are unfounded; that we 
will criticize only in a constructive manner so that 


‘we will progress for the good of mankind. 


That we will give of our best in all that we do, 
rather than just taking all that we can. 

Then, gentlemen, we will have learned the “art 
of living.” But we also will have mastered the art 
of living if, in the words of the greatest teacher 
of all, Jesus Christ, we will do unto others as we 
would be done to. 
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“FREE” HEALTH SERVICE 


It’s human nature to want something for nothing. But 
it seldom happens. ‘‘Free” health service is anything but 
free. It costs the worker money in payroll deductions, 
higher prices, higher taxes and, perhaps, in a lower 
standard of medical care. 

If this is the land of the “free” a lot of doctors and 
patients must be in the wrong country.—Chicago Jour- 
nal of Commerce, June 15, 1949). 
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OFFICE PROCEDURES IN GYNECOLOGY—REICH AND NECHTOW 


Practical Office Procedures 
in Gynecology 


By Walter J. Reich, M.D., and 
. Mitchell J. Nechtow, M.D. 


Chicago, Illinois 


a? THE COOK COUNTY Hospital Gyne- 

cologic Outpatient Clinic, we see hundreds of 
patients who are diagnosed, treated and followed 
up for various gynecological disorders. By neces- 
sity, the instruments and methods employed are 
of the simplest possible type and very practical. 
The same procedures as used at the clinic are 
also employed on our private patients. 


We will present in this paper a combination of 
ten practical procedures and common conditions 
which are often encountered. Following a short 
introduction into the subject of sterility, we will 
discuss our first procedure. 


A thorough and complete subjective survey of 
the sterile patient is of paramount importance. 
One should look for systemic diseases like myx- 
edema hyperthyroidism, general debility, hirsutism 
and others; get a complete history of menstrual ir- 
regularities, if any; inquire about previous opera- 
tions on the pelvic genitalia or appendectomy with 
drainage which may cause mechanical or inflam- 
matory tubal changes; check the history for mumps 
with possible odphoritis and resultant anovulatory 
menstruation; recall that acquired dysmenorrhea 
and metrorrhagia may mean endometriosis; and 
ascertain the patient’s occupation—whether she 
handles radium paint in a watch factory or works 
as an x-ray technician. 


A general physical and a complete gynecologic 
examination should be done, including the physi- 
cal examination of vagina and cervix; one should 
look for cervical diseases such as eversions, ec- 
tropions, polyps and endocervicitis which are the 
frequent causes for infertility. The uterus must be 
checked for any neoplasms, position and consis- 
tency. The small hypoplastic uterus is not infre- 
quently the cause for infertility and, if it is im- 
pregnated, may lead to habitual spontaneous abor- 
tions. Polycystic ovaries may produce anovulatory 
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menstruation; resection will often lead to restora- 
tion of normal physiology. 


Ten practical procedures follow: 


1. The Rubin Test, or the insufflation of the 
fallopian tubes for patency, is an essential test in 
the study of sterility. It is an absolute “must.” It 
should be done about one week after cessation of 
the period. The air pressure may open the fimbria 
if they are not sealed too well. We use a simple 
Neal canula attached to a blood pressure appara- 
tus. The holes in the canula should be checked 
because boiling of the canula may deposit min- 
erals and plug the holes, giving a false negative 
test. With the canula snugly in the cervical canal 
and the tenaculum applied transversely on the up- 
per lip, air is pumped with the blood pressure bulb. 
We pump to between 150-200 mm. Hg. If the mer- 
cury column of the manometer drops suddenly to 
about 90 mm. Hg and then gradually drops lower, 
the tubes are open (positive test). If the pressure 
remains stationary at 150-200 mm. Hg, the tubes 
are closed (negative test). If the pressure drops 
slowly, the tubes may be partially open or there 
may be a spasm.’ One must not pump too much 
air; it is potentially dangerous—air embolism. If 
the results of the Rubin tests are not conclusive, 
we follow up in one month with utero-salping- 
orgraphy to study the exact site of obstruction. 


One should not perform either test in the 
presence of acute or subacute pelvic inflammatory 
disease, because the disease may flare up and lead 
to pelvic peritonitis. We have had the opportunity 
of following one such patient subsequent to lipiodol 
injection of tubes. She made an uneventful re- 
covery. It is the only one we have seen in 400 
cases. 


2. Endometrial biopsy is often found to be the 
missing link in the study of sterility. This is also 
a “must.” We have seen many women come to our 
clinic who have had all tests made, with the 
exception of the study of the endometrium, and 
it was found to be anovulatory. 


The time for the biopsy, which is done in the 
office, the clinic or at the out-patient department 
of a hospital, is at the height of the secretory or 
pre-gestational phase, or three to five days before 
the onset of the menstruation. We do not use 
suction. The cervix is grasped with a tenaclum 
and painted with any suitable antiseptic; the 
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cervix must not be pulled; such pulling will cause 
pain. The canal can be dilated with a probe or a 
small Hegar dilator; if the canal is open enough, 
this procedure will not be necessary. We use a 
Randall or Novak endometrial biopsy curet. It is 
inserted gently until the fundus is felt. Hugging 
the uterine wall, the curet is drawn out scraping. 
In this manner a substantial strip of the endome- 
trium will be obtained. Two or three strips should 
be taken at different sites. One should blow out 
the tissue with a 5 c.c. syringe into a specimen 
bottle containing 10 per cent formaldehyde solu- 
tion. 

If the patient has normal physiologic ovarian 
function with ovulation and corpus luteum forma- 
tion, she will have typical secretory endometrium 
with long tortuous and abundant glandular 
growth. If she does not ovulate, she will present 
a round hypertrophied endometrium, the “Swiss 
cheese” type, which is anovulatory endometrium. 


3. Pre-ovulatory dilatation of the cervical canal 
is done with the hope of mechanically enlarging 
some of the narrow and small cervical openings, 
thereby increasing in some cases the possibility of 
impregnation. This is carried out just before 
ovulation time in the mid-period. 


4. Huhner test must be done on every case. 
Within an hour after coitus the patient is ex- 
amined. A dry speculum is inserted, and the se- 
men is aspirated with a dry, sterile pipette and 
bulb, from the cervical canal and the posterior 
fornix. The semen is then examined under the 
microscope for spermatozoa. Their viability in 
the vagina and cervical canal is thereby deter- 
mined. 


5. Electrocauterization of the cervix for chronic 
endocervicitis, with or without eversion or ectro- 
pion, is the choice treatment in our experience. 
We have tried all other methods, but the former 
yields the best results. Multiple punch biopsy is 
done on all cases of erosion or eversion prior to 
cauterization. We employ a simple cautery ma- 
chine with a nasal tip electrode. The treatment 
is painless, safe and effective. The preferable 
time for cauterization is just before the midcycle. 
The cautery tip must not be too hot; it should be 
of dull cherry red heat, and with the goose neck 
lamp or direct light turned off. If it gets too hot 
or white as it does with the light on, it will burn 
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the tissue too deeply and may predispose to hem- 
orrhage. The cervical canal must be cauterized 
first. It is here that the pathologic condition be- 
gins, and unless the endocervix is cauterized, the 
erosion will recur. The ectropion is simply the re- 
sult of the endocervical pathologic process. 


After the cautery is tested for proper heat, it is 
cooled off by emersing it into cold water. The 
cautery is inserted “cold” into the cervical canal; 
this will obviate accidental burns of the vagina 
while going into the cervix. The vagina is very 
sensitive to heat, and the patient will object to 
this because of marked pain. 


The canal is cauterized at 6, 12, 3 and 9 o’clock 
sites; this will usually destroy most of the diseased 
glands and epithelium. If the canal is large, as 
in many multiparous women, then one should go 
around the entire endocervix until all of the tissue 
is cauterized. When the tissue is somewhat 
“cooked” or turns yellowish-gray, that is a sufficient 
degree of destruction or burn. One must not burn 
too deeply because of potential stricture due to 
fibrosis of the cervical tissue and a_ possible re- 
sultant leukometra, hematometra or pyometra. 


After the canal is cauterized and if there is an 
accompanying eversion or ectropion (“erosion”) , 
the latter is touched up with the flat side of the 
cautery tip. Nabothian cysts are punctured with 
the cautery. Oxycel or gelfoam is applied to the 
cauterized area. A tampon is inserted to soak up 
any discharges so as not to stain the patient’s un- 
derclothes. However, it should be removed ‘with- 
in twelve hours. 


The patient is instructed not to douche or en- 
gage in any sexual activity for seven to ten days; 
either of these may break off the slough and create 
bleeding. She must return to the office weekly for 
four or five times, when the cervical canal is di- 
lated, using a simple cotton applicator or a small 
probe or a dressing forcep. It takes anywhere from 
ten to twelve weeks for complete healing of the 
cervix. We rarely need to recauterize; but if such 
an occasion does come up, one should wait three 
months before doing the procedure. It is of in- 
terest to note that in our series of over 2,000 cases 
of cervicitis, a large number conceived soon after 
cauterization, whereas they were infertile for 
months to years prior to the procedure. 


6. Trichomonas vaginitis is the most common 
etiology for leukorrhea. The yellowish bubbly dis- 
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charge is usually quite profuse, and when exam- 
ined on a hanging drop, the active trichomonads 
become readily visible. The hanging drop is made 
by using a drop of saline or warm tap water on 
a cover slip, mixed with small amount of the dis- 
charge. The mixture should not be too thick. 
Some is placed on a grooved slide and examined 
with a high dry power lens. We do not stain the 
mixture. When the diagnosis is established, the 
following: therapy is instituted. The vagina is 
washed thoroughly with liquid antiseptic detergent 
(Parke, Davis and Co.), one part to three parts 
of water, and then it is dried. Then we insufflate, 
with the speculum opened in the vagina to avoid 
air embolism, a mixture of 20 per cent argyrol, 
40 per cent vaolin and 40 per cent B. lactose 
(argypulvis—A. C. Barnes and Co. ). The pa- 
tient is given a sanitary pad to avoid staining. 
At home she takes an acidifying douche (2 table- 
spoons of white vinegar to 2 quarts of warm wat- 
er), and following the douche she inserts a cap- 
sule deep into the vagina containing 2 grams of 
the above formula; these are called argypulvis 
capsules. Before insertion of the capsule, the 
patient is advised to perforate each end of the cap- 
sule three times, using a safety pin, and then dip 
- it in hot mater momentarily; this will facilitate 
dissolution of the capsule. 


If after a cure the patient returns with an active 
case, one should check for foci of reinfection. 
These may be in the urinary bladder. Skenes 
ducts; Bartholin glands, rectum or cervix, from 
digital contamination or bedpan splash; while in 
the husband, the prostate, prepuce, bladder or 
urethra may be the sites. 


7. Monilia vaginitis is another annoying form 
of vaginal discharge. Pruritus and leukorrhea are 
especially predominating symptoms. Monilia is 
quite prevalent during pregnancy, because the 
fungi grow well on a glycogen medium, and since 
there is a marked increase of glycogen in the vagina 
during pregnancy, the former grow abundantly. 
The typical white grayish placques (thrush) cover 
the vulva, vagina and cervix; when these are 
wiped away, small capillary oozing will ensue. 
The diagnosis is established by the hanging drop 
method, as described above under trichomonas. 
The finding of elongated, segmented, and thin 
bamboo-like mycelia with buds are diagnostic for 
moniliasis. 
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The management consists of washing the vulva 
and vagina with liquid detergent as above and 
applying freely an aqueous mixture of 1 per cent 
aqueous gentian violet and 1 per cent acriflavin. 
This must be repeated two to three times weekly 
for good results. The patient takes sodium bi- 
carbonate douches at home. We carry out this 
regimen during pregnancy, and to date we have 
seen no complications of any kind. 


8. Intractable pruritus vulvae is a distressing and 
very annoying disorder. These patients make the 
“rounds” to the dermatologist, the endocrinologist, 
the roentgenologist and the gynecologist. About 
seven years ago we reported fifteen patients treat- 
ed with the injection of procaine and ethyl alco- 
hol in oil. These cases do not have any demonstra- 
ble etiology such as kraurosis vulvae, leukoplakia, 
trichomonas, monilia or lichen planus. The cause 
is not understood, but there is probably some 
cutaneous nerve disturbance, and it becomes a 
vicious cycle of itching and scratching. We are 
soon to publish our supplementary report of over 
150 cases which yielded good results in all but 
three cases. 


Zylcaine formula (Abbott)—procaine, 1.5 per 
cent; butesin, 6 per cent; benzyl alcohol, 5 per 
cent, and peanut oil, O.S.—is used to block the 
vulva in a rectangular area. A procain wheel is 
made at each of the four corners of the labia 
majora; with an 18-gauge spinal needle, 10 c.c. 
of this “oil” are injected deep into the labia longi- 
tudinally about % of an inch from the surface 
of the skin; 5 c.c. are used across the rectovaginal 
septum, and 5 c.c. transversely above the clitoris. 
Prior to the injection the hair is not shaved; it is 
simply washed with soap and water. We have 
had no sloughs, no complications aside from two 
allergic reactions to the oil. It takes anywhere 
from one to ten weeks for a cure or marked im- 
provement. 


9. Condylomata acuminata of the vulva, peri- 
neum and vagina and urethra are not infrequent. 
They may be multiple and discrete or confluent. 
Formerly the therapy was rather bothersome, rang- 
ing from medicaments to radium. Now the use of 
25 per cent podophyllin ointment in a hydrosorb 
base is quite effective. The ointment is applied to 
the warts; the surrounding tissue is protected with 
zinc oxide ointment or collodion. The podophyl- 

(Continued on Page 1306) 
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VARICOSE ULCER—GREEN AND KLEIN 


A New Treatment of 
Varicose Ulcer 


Report of Eight Cases 


By Lewis Green, M.D., and 
Alfred A. Klein, M.D. 


Detroit, Michigan 


ARICOSE ulcers are considered the most 
serious complication of varicose veins. They ap- 
pear on the lower third of the leg, usually on the 
medial aspect. They are usually painful, and many 
times cause great disability and loss of produc- 
tivity. 
The treatment of varicose ulcers has always been 


a challenge to the medical profession. The nu- 


merous and varied forms of treatment that have 
been advocated and practiced speak for the poverty 
of cures. Numerous local applications have been 
tried with discouraging results. Some investigators 
have reported good results with applications of 
chlorophyll, tyrothricin, blood and plasma. Sa- 
phenous ligation, the use of occlusive compression 
bandage, the Unna boot, and other treatments 
have shown some value in the treatment of vari- 
cose ulcers. The use of mecholyl iontophoresis has 
been successful with some. It is interesting to note 
that sympathectomy has also been performed in 
the treatment of varicose ulcers. 

Discussing the pathology and treatment of in- 
dolent ulcers of the leg, Heller considered local 
applications of minor value. Quoting Anderson, 
he stressed the relative unimportance of local an- 
tiseptics in healing infected wounds as against gen- 
eral measures designed to increase tissue immunity. 
Regarding varicose ulcers, Turnbull believes that 
the impairment of circulation due to valvular 
insufficiency in the veins is not enough to cause 
necrosis of the skin, and he suggests allergy as a 
factor in the production of surface ulcers, with 
the blood vessels acting as a “shock system.” He 
states that inflammation of the endothelium with 
concomitant reaction in the vascular and elastic 
tissues of the vessel walls could be the origin of 
varicose ulcer. 

It is our belief that allergy plays an important 
part in the development of varicose ulcer. Venous 
stasis is the primary factor. According to Mc- 
Pheeters, stagnation of blood serum in the tissues 
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is the underlying cause. When an ulcer occurs, it 
grows in size and is frequently accompanied by 
eczematous dermatitis and edema. It is possible 
that an allergen is present in the dilated capillary 
bed and is not carried into the general circulation 
quickly enough to prevent local damage to the 
skin. The condition is probably aggravated by the 
production of reflex venous spasm, further ob- 
structing the return of venous blood and causing 
a greater degree of edema in the foot and leg. 


In our experience almost every individual who 
suffers from varicose ulcers also suffers with a 
general allergy or local intolerance to medication. 
It is common experience that most patients are 
barely tolerant to any but the mildest local ap- 
plications. Considering the great amount of work 
that has had to be applied to the treatment of 
varicose ulcers, and the indifferent results ob- 
tained, it has been more than gratifying to observe 
how readily the varicose ulcers in our study have 
improved with the use of antihistaminic agents. 


The first patient under our care presented her- 
self with a large varicose ulcer and severe dermati- 
tis medicamentosa surrounding the ulcer. The ul- 
cer had been present for two months and was 
treated with many types of local applications. She 
was given tripelennamine hydrochloride (pyriben- 
zamine) in doses of 50 mg. four times daily and 
advised to discontinue all local treatment. Pain 
and dermatitis disappeared rapidly, and at the 
end of five weeks the ulcer was completely cured. 
Now, more than a year later, there has been no 
recurrence. 


Since the above experience, the same treatment 
has been used on nine other cases. Patients were 
kept ambulatory, and a cure was obtained in seven 
cases, while two are still under treatment. Sen- 
sitivity to local therapy was very evident during 
treatment, even to such mild ointments as petrola- 
tum and boric acid ointment. One patient evinced 
definite local allergic reaction to chlorophyll oint- 
ment. One was extremely sensitive to penicillin 
ointment and to the injection of penicillin pro- 
caine. One patient developed a severe dermatitis 
which was proven to be due to the use of an elas- 
tic bandage. 


Because of these experiences we instructed pa- 
tients to refrain from local therapy, but they re- 
sisted this because of pain. We therefore compro- 
mised by permitting the use of a very small amount 
of ointment, only sufficient to cover the ulcer itself. 
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VARICOSE ULCER—GREEN AND KLEIN 
TABLE I 
Patient Duration Previous Description Present Result 
Age of Ulcer Treatment of Ulcer Treatment 
G. S. 2 months Various ointments. 5x5 cm. Bullous dermatitis. Veral jelly. Treated 5 weeks. Healed. No recurrence after 
age 54 Sepepenins HCl 200 13 months. 
m 
A. B. 4 years Veral jelly. Elastic bandage. 3x 2% cm. and 21%4x 4% Veral ally Tr. HCl 200 Healed. No recurrence after 
age 56 : cm. Edema. Dermatitis. mg. daily. Treated 4 weeks. 9 months. 
G. P. 2 months Various ointments. 2% x5 cm. Bullous derma- Petrolatum. Tr. 200 Healed. No recurrence after 
age 50 titis. mg. to 300 mg. daily. 6 months 
5 Treated 6 weeks. 
D. A. 2 years Ointments including penicil- Multiple—10x 10 cm. Bul- Sensitive to all local appli- Healed. No recurrence ‘after - 
age 60 lin and tyrothricin. lous and eczematous derma- — Tr. HCl 400 mg 4 months 
titis. Severe edema infection. dai 

M.W. 6 years Saphenous ligation. Skin Right leg 2x 2% cm. Left a "HCI 500 mg. daily. Right healed in 4 weeks. 
age 42 aft. Intolerant to all leg 2%x 3% cm. Left skin grafted after 6 

ocal treatment. weeks. h, Taking Tr. HCl, do. 

ing we 

H. E. 6 years Veral jelly. Varicose vein Veral jelly. Tr. HCl 300 Heated in 6 weeks. 
age 58 injections. 24%4x6c¢ mg. daily. 
J. Z. 9 years ulfa and other ointments. Multiple. ‘bite both legs. Petrolatum. Castor oil. Tr. Healed in 10 weeks. 
age 58 : Cl 400 mg. daily. 
S. Mc. _ 6 years Various ointments. Varicose Ulcer 2%x3 cm. Edema. Petrolatum. HCl 300 Healed in 6 weeks. No re- 
age 60 vein injections. Phlebitis Dermatitis. mg. daily. currence after 6 months. 





It was also found of benefit to use a dusting pow- 
der (zinc stearate) on the surrounding skin. 


In the eight cases completed, the length of time 
the ulcer had existed was from two months to 


nine years. 


Previous remissions had been rare. 9. 
The size of the ulcers ranged from 2.5 by 2.5 cm. 10. 
to others which measured 10 by 10 cm. The short- 11 
est time for healing was four weeks and the long- 12. 
est was ten weeks. None of the patients were kept 13. 
in bed or encouraged to rest. 
subsided most rapidly, but the dermatitis persisted 14. 


after healing of the ulcer. 


To summarize, eight patients were treated for 16, 
varicose ulcer with reference to a possible allergic 17. 
factor. Tripelennamine hydrochloride was given in 
doses of 200 to 500 mg. daily. Although good re- 
sults were obtained in the cases treated, the num- 9. 
ber of cases is not sufficiently large to warrant a 1. 
conclusive opinion. The method of treatment is 
so simple, compared to other forms of treatment, 
that it should at least be given a trial before or 


with other treatment. 


1. pocnen Harry: Treatment in General Practice. 
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POST-MENOPAUSAL BLEEDING—REICH AND NECHTOW 


The Evaluation of Post-meno- 
pausal Bleeding 


By Walter J. Reich, M.D., and 
Mitchell J. Nechtow, M.D. 


Chicago, Illinois 


HE EVALUATION of uterine bleeding after 

or during menopause offers a challenge to the 
diagnostic acumen of every physician, be he in 
general practice or in gynecology alone. 

The patient is often subjected to various types 
of trial and error treatments, until it is too late 
for effective therapy. 

At the Cook County Hospital and the Gyne- 
cologic Clinic we strive to teach the interns, the 
residents and the graduate students that bleeding 
in the menopause or after is carcinoma until 
proven otherwise. 

Education must be extended both to the doctor 
and to the patient as to the importance of early 
diagnosis of malignant lesions of the female geni- 
talia. We impress the patient that she must be 
examined every six months for any possible 
changes which may occur in her genitalia. A few 
minutes of conversation in the office, well worded 
in simple layman’s language, will teach the patient, 
and she must convey the same message to other 
women, be it at home, church or women’s clubs. 

Carcinoma of the cervix or of the cervical canal 
constitutes the commonest malignancy which we 
see at the hospital and the clinic. The most fre- 
quent single complaint or combination is vaginal 
spotting, sanguinous leukorrhea, contact bleeding 
in various degrees, from scanty showing of blood 
to profuse frank bleeding. Not infrequently the 
patient presents herself for an examination, and, on 
routine speculum visualization of the cervix, an 
ectropion or an eversion is noted. This lesion 
cannot be diagnosed grossly as benign or malig- 
nant. A punch biopsy in three or four different 
areas must be taken for microscopic study. These 
“iInnocuous”-appearing cervical “erosions” must 
not be merely observed and then treated with 
various medicaments, packs or electrocauteriza- 
tion, because they may be malignant, either dif- 
fusely in the entire cervix or in small areas referred 
to _as carcinoma in situ. 
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We frequently see patients who are affected by 
advanced cervical carcinoma, and the history many 
times is almost incredible: these far gone patients 
have been under the care of physicians for periods 
of several weeks to several months and they have 
not been examined vaginally; or, if they were, the 
speculum was not used. They were treated “sight 
unseen.” 


Furthermore, these patients were given pills, 
tablets, “shots” and vaginal packs, and were told 
that they were going through a “change of life,” 
that it was a natural process and they should not 
worry about it. 


When hemorrhage becomes profuse and home 
management is not possible, then they are brought 
to the hospital and a diagnosis is established. The 
salvage percentage in these cases is very low or 
nonexistent. Some patients tell us that they fear 
to hear the “worst” and stay away from the medi- 
cal man. 


From the above it is quite obvious that educa- 
tion must be far and wide to bring the patient to 
the physician, and he must be alert and prepared 
for establishment of the diagnosis. 


Malignancy of the body of the uterus may be 
insidious and not diagnosed as readily as the for- 
mer type. It is less frequent than the cervical car- 
cinoma, and in our clinic the ratio is about one 
to ten. The symptom of metrorrhagia or an ac- 
quired sanguinous leukorrhea must not be dis- 
regarded. A diagnostic currettage must be done 
to establish the diagnosis. 


The use of large doses of stilbestrol and other 
estrogenic substances creates a new diagnostic 
problem. A patient who does not menstruate in 
the menopausal age may complain of associated 
vasomotor disturbances, such as hot and cold 
flashes, nervousness and other symptoms, and 
may be given the above medicaments. She may 
begin to bleed; a doctor may ascribe the bleeding 
to the hormone stimulation of the endometrium, 
and many times he is right. However, occasion- 
ally there may be a coexisting carcinoma of the 
corpus which becomes activated by the hormones. 
A curettage should be made to establish the diag- 
nosis. We like to wait one to two weeks after the 
withdrawal of the hormones before doing the 
curettage, because the stimulated postmenopausal 
endometrium, which is actually benign, may simu- 
late malignant activity. 


The curettage must be thorough and systematic; 
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the cornual areas should be scraped. We have 
seen cases in which the diagnostic curettage was 
negative but the patient continued to bleed. A 
total hysterectomy was performed, and on gross 
section of the specimen a small malignant area 
was found in the cornual site. 


Sarcoma of the uterus is comparatively rare. 
At the Cook County Hospital the incidence is 
about .5 to 1 per cent. The symptoms and signs 
are similar to carcinoma of the uterus, but those 
sarcomas which we have seen were accompanied 
by myomas of the uterus, and some of the sub- 
mucous myomas undergo sarcomatous degenera- 
tion. The diagnosis is usually suspected but only 
established following the removal of the uterus. 
However, we reported some three years ago a 
case of chronic uterine inversion with fibrosar- 
coma. A biopsy preoperatively established the 
diagnosis. 


Cervical polyps may cause bleeding in the 
menopausal patient. The diagnosis is readily estab- 
blished by palpation and speculum visualization. 
Biopsy should be done. Occasionally prolapsing 
sarcomatous growths through the cervix may ap- 
pear like simple polyps. 


Benign endometrial polyposis is another cause 
for possible bleeding in this age group. A curettage 
and a microscopic study will establish such diag- 
nosis. 


Myomas of the uterus, especially of the intra- 
mural or the submucous variety, may cause bleed- 
ing. Our oldest patient who had profuse vaginal 
bleeding was seventy-four years of age. The sub- 
mucous fibroid may be diagnosed by probing the 
uterine cavity or when doing a curettage. The 
instrument will go over a “bump.” The rest of the 
uterus on bimanual examination may be symmet- 
rical or smooth. 


Menopausal vaginitis is one of the commonest 
benign entities which may cause spotting. Here 
the vagina is atrophic and smooth; the rugae are 
The 


lost and there are many petechial areas. 
latter when rubbed will ooze blood. 


Feminizing ovarian neoplasms, the granulosa 
cell and the theca cell tumors with endocrine 
activity, in which estrogenic substance is liberated, 
will stimulate the endometrium and may re-estab- 
lish the menstrual bleeding. The patient who 
ceased menstruating for months or years and who 
returns, saying, “I am getting young again, I am 
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flowing like a young woman,” should alert the 
physician as to the probability of a feminizing 
tumor of the ovary. Bimanual examination may 
reveal, but not always, an enlarged adnexal 
tumor. 


Blood dyscrasias, such as thrombocytic purpuras, 
as well as leukemias, pernicious anemia and severe 
hypertensions may also cause uterine bleeding. 


Summary and Conclusions 


1. Bleeding in the fourth decade and _ later 
must be considered as due to malignancy until 
proven otherwise. 


2. Education of the patient for regular exami- 
nations every six months is imperative for early 
diagnosis of carcinoma. 


3. The physician must be alert as to the current 
diagnostic aids for early diagnosis of cancer, be 
it by biopsy, curettage or cytologic smear study. 


4. Patients should not be treated “sight un- 
seen.” 


5. Bimanual examination is not complete with- 
out speculum visualization of the cervix. 


6. Estrogens and stilbestrol should be used 
sparingly. 


=—fSMs 





THE SIMPLE LIFE FOR MISTER ATKINS 


When Tommy Atkins (after gin) 
Thinks he needs an aspirin, 
What does Tommy Atkins do? 
Tommy lines up in a queue. 


Tommy takes his place in line 
Before the nearest M.D. sign 
With others, whose assorted ills 
Call for elixirs and pills. 


Tommy thinks it’s fine this way; 

He never, never has to pay— 

Just saves his cash to buy more gin, 
Then queques up for more aspirin. 


O, don’t you think life must be great 
In Tommy Atkins’ welfare state, 
Where Tommy sins and takes his pill. 
And vulgar Yankees foot the bill? 


-—Chicago Tribune, September 2, 1949 
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Safety Factors for Radium- 
containing Static Eliminators 


Used in Printing and Allied Industries 


By K. E. Corrigan, Ph.D., H. S. Hayden, Ph.D., 
and J. O. Reed, M.D. 
Detroit, Michigan 


INCE radium-containing static eliminators 
have come into quite general use in printing 
and allied industries, it is highly important that 
necessary safeguards be established to prevent 
undue exposure of personnel to the energetic radi- 
ations emanating from these instruments. 
Recently our laboratory was requested to make 
radiation safety measurements around a printing 
press on which two static eliminator bars, said to 
contain 50 micrograms of radium element per 
linear inch and each 20 inches long, had been in- 
stalled. Using portable instruments, it was found 
that the gamma ray intensity at the operator’s 
position was within safe limits, being of the order 
of 5.5 milliroentgens per hour. The beta ray in- 
tensity, however, could not be measured accurately 
since it was beyond the range of the instruments 
available, but it was unquestionably excessive. It 
was also learned that the operator may, at times, 
occupy other positions around the press. In one 
of these, from which he watches the progress of 
his numbered sheets through the process, his face 
was shown to be 8 inches from the ends of the two 
bars and about 14 inches from the center of the one 
which was turned directly toward him. There 


could be no possible question of the excessive ex- . 


posure in.this position. The third position which he 
occupies part of the time was such that his face 
was 30 inches from the open side of one of the 
bars and was again exposed to excess beta radia- 
tion. The bars were then removed from the press 
and brought to this laboratory for more detailed 
investigation. 

On the general subject of the human body tol- 
erance for radiation exposure, two types of ex- 
posure (and, in general, three kinds of radiation) 
must be considered: (1) chronic exposure, in 
which the entire body is subjected to low intensities 
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of penetrating radiations, such as gamma or x-ray, 
and (2) acute local exposure, in which the hands, 
face, eyes, or some other limited area may be ex- 
posed to a fairly high level of radiation for a short 
period of time. Both offer possibilities of serious 
radiation injury. 

The source of the radiation in the instruments 
with which we are concerned is radium and its 
disintegration products. Radium is a metallic ele- 
ment which has an unstable nuclear structure and 
breaks down spontaneously, giving rise to a series 
of other atoms which are also radioactive. The 
first step in the series is the explosion of a radium 
atom to give an atom of radon and the nucleus 
of a helium atom. This latter is called an alpha 
particle. Radon in turn breaks down spontaneous- 
ly to give rise to another alpha particle and an- 
other radioactive atom called radium A. Radium 
A, which is a heavy metal, again gives an alpha 
particle and is transmuted to radium B, another 
metal similar to lead, which in turn has a nuclear 
explosion giving off a beta particle and is trans- 
muted to radium C, which is similar to bismuth. 
After several more steps it ends up as a form of 
lead which is not radioactive, but at each step 
alpha or beta particles and gamma rays are given 
off. 

When radium is sealed in a tight container 
with a thin cover that will permit the escape of 
the alpha, beta and gamma rays, these radiations 
will continue to be emitted by the preparation at 
a rate which can be considered constant in terms 
of human lifetime. It is important to note, how- 
ever, that the container must be absolutely tight, 
for if the radon gas escapes, then the sequence is 
broken and two undesirable results will appear: 
(1) no useful radiation will be given off by the 
instrument which loses its radon, and (2) all of 
the rest of the radioactive series will be deposited 
wherever the radon collects. If radon is inhaled, 
radiation injury to the lungs may result and over 
a long period of time is known to produce malig- 
nant degeneration. The heavy metal radioactive 
elements which result from the disintegration of 
radon can be deposited in the bones with dis- 
astrous results like those in the well-known cases 
of the dial painters. 


Gamma, Alpha and Beta Ray Activity 


First of the types of radiation with which we 
must be concerned in any installation such as the 
one under investigation are the gamma rays. 
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These, like x-rays, ‘are a form of light beyond 
visible range whose intensity dies off in space at 
a rate inversely proportional to the square of the 
distance. Therefore, the exposure at any distance 
is a function of the strength of the source, and the 
range of the individual quanta of radiation is in- 
definitely great. These radiations. are not easily 
blocked, in fact, they will penetrate several inches 
of lead and are quite different in nature and be- 
havior from the other two “radiations.” In the 
static eliminator under discussion here, the quan- 
tity of radium in any bar, or one pair of bars, is 
so small that the total gamma ray output would 
be of no significance whatever except at quite 
close distances. 

The same general statement applies also to the 
alpha “rays,” although for a different reason. 
These are heavy particles, actually the nuclei of 
helium atoms, which are ejected from the nuclei 
of radium and radon atoms and from other mem- 
bers of the radioactive disintegration series as they 
undergo transmutation: These alpha particles 
have very large energies but due to their large 
mass have a very short range in air. The most 
energetic among them travel only about four 
inches and most are expended in the first three 
inches of an air path; hence, they do not constitute 
a radiation hazard except under very unusual cir- 
cumstances. 

The beta radiation consists of free electrons, also 
fired from the nuclei of various atoms in the 
radium disintegration series and with very. great 
energy. Since these particles weigh only about 
one-seven thousandth as much as the alpha par- 
ticle, their range in air is very much greater for 
the same amount of energy. Some of them have 
ranges up to about nine feet and will penetrate 
about three millimeters, or approximately one- 
eighth inch into human tissue.* They produce 
strong ionization effects in living cells and can 
produce a profound biologic response. For this 
reason, they have been used for many years for 
the destruction of superficial cancers, and their 
effect on both normal and abnormal living tissue 
is quite well known. 


They have relatively little penetrating power, 
most of them being completely stopped by a thin 
sheet of aluminum and essentially all eliminated 
by 1/8 inch of steel. They will, however, reflect 
from any surface they strike and their reflection 





*To avoid a quibble, there are some betas which will penetrate 
15 millimeters—about % inches. 


1280 


at small angles from heavy metal is practically 
100 per cent. For this reason, the possibilities of 
radiation hazard around an actual installation 
must include not only the exact beta ray output of 
the source with which we are dealing, but also the 
amount of the beta radiation starting away from 
the operator that may be reflected back toward 
him by the cast iron sides of a press or other 
nearby metal reflection surfaces. 


Potential Hazards and Their Control 


With this general outline in mind, both the in- 
tended use of these radium-containing static elim- 
inators and their potential radiation hazards may 
be more easily understood. In many industries the 
accumulation of static is a serious complication in 
some important process. For example, sheets of 
paper passing through a press acquire a high 
charge of frictional static and will not stack 
properly or feed into a subsequent process. When 
one or two of these radium-containing bars are 
mounted in the press in such a manner that the 
sheets pass close to the surface and are heavily 
irradiated by the alpha particles from the radio- 
active elements, their static is discharged and a 
very important economic advantage is gained. 
This process is so successful that it is not likely to 
be replaced in industry, and any difficulties that 
may arise from its operation must be overcome. 

From the point of view of eliminating radiation 
hazard then, it is necessary to consider the toler- 
ance dose to which people working in the neigh- 
borhood of these instruments may be exposed, the 
quantity of the various radiations that will be 
present and the mechanical factors necessary to 
bring the exposure down to safe levels. 


The actual radiation output of the type of in- 
strument under discussion has been the subject 
of a very thorough investigation by Robley D. 
Evans.? These static eliminators brought to our 
laboratory were very similar though not exactly 
like those he described. Each of these consisted of 
an aluminum bar shaped like a shallow trough in 
the bottom of which was a preparation of radium 
9/16 inches wide and 20 inches long. The radium 
was covered with a thin foil filter of precious 
metal, said to be gold and nickel, thin enough to 
permit the escape of alpha and beta particles but 
impenetrable to the radon gas. These bars were 
each sealed in a container for a period of two 
weeks, and the containers were then tested for 
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radon. A barely detectable trace was found around 
onc, and a completely negligible quantity was 
found to be escaping from one small spot on the 
other. 

The bars were then mounted in an apparatus for 
measuring their beta and gamma ray output. It 
was found that each bar contained approximately 
1 milligram of radium element as claimed and that 
the distribution of the element along the length of 
the bar was uniform for all practical purposes. The 
gamma ray intensity was found to be in accordance 
with theory and negligible at any distance greater 
than 8 inches, at which point it was approximately 
12.5 milliroentgens per hour, which is the accepted 
tolerance limit. At the same position the intensity 
of beta radiation was over 2,300 millireps} per 
hour. 


The beta intensities were measured with a 
standard type of ionization chamber consisting of a 
paper cylinder with cellophane ends. The cello- 
phane was made conductive on its inner surface 
with graphite. The density of this cellophane 
window with its graphite coating was 3.6 milli- 
grams per square centimeter, which is enough to 
eliminate some of the weaker beta particles. The 
chambers, however, are built this way intention- 
ally so that they measure all of the beta radiation 
which will penetrate the human skin, their meas- 
urements becoming directly applicable to problems 
of human exposure. Additional measurements 
were made with a Geiger counter having 1.2 milli- 
gram window which gave slightly higher results, 
but these will not be considered in this paper. The 
beta ray intensity was measured from this point 
outward to a final distance of 60 inches. It was 
found that for the source in question measured 
over the mid-point, the tolerance level of 12.5 
millireps per hour was reached at 58 inches with 
the instrument described. 


Referring again to the paper by Evans, we find 
a complete and thorough evaluation of the beta 
ray intensities at all angles and all positions which 
can be significant to the present study. The ioni- 
zation chamber used in Evans’ study had a some- 
what heavier window than ours, which would tend 
to make his results slightly lower, and the radium 
content per inch of his sources was one-half that 





+The roentgen is a standard unit of measurement of electro- 
Magnetic radiations, such as x-rays and gamma rays, within certain 
limits. It is the quantity of radiation which, under specified con- 
ditions, gives an ionization current of one electrostatic unit per c.c. 
of air. The rep (Roentgen Equivalent Physical) is the quantity of 
any other radiation such as the beta or alpha which will give the 
same ionization current. 


Octoser, 1949 


found in ours. However, there were probably also 
slight differences in the actual density of the top 
filters of the various instruments and, in consider- 
ation of these differences, very excellent agreement 
was obtained. 

The manufacturer of this particular instrument 
distributes a general information and instruction 
bulletin to customers, the contents of which are 
based almost entirely on Evans’ studies. Among 
other things it contains a very reasonable set of 
rules concerning installation of the instrument 
and orientation of its active surface with respect 
to personnel in its immediate vicinity. It is evi- 
dent therefore that the hazardous situation cited in 
the beginning of this paper was due to improper 
installation rather than to any intrinsic fault of 
the instrument. ; 

The internationally accepted tolerance level for 
total body exposure to x-rays or gamma rays is 
one-tenth of a roentgen per day, or 12.5 mr. per 
hour for not more than eight hours in any one 
twenty-four-hour period. This value is so well 
established as to require no further discussion. Its 
application in this particular case is not likely to 
come about unless a significant number of radium- 
containing static eliminators are installed in one 
location. Any one or two of the instruments de- 
scribed in this paper could not give a significant 
gamma ray discharge to more than a small part 
of the body at any one time. 

It must be remembered . that the penetrating 
gamma rays have the same strength from the back 
surface of the instrument as from its working sur- 
face. Presumably, an instrument could be installed 
so that one part of a man’s body could be too 
near the back and such a person would then re- 
ceive a significant gamma ray dosage over a 
small area. Unless a long bar happened to be 
oriented axially with respect to the body, how- 
ever, it would be impossible for a significant quan- 
tity of gamma ray to reach more than a small 
area on any one’s person. If, however, a sig- 
nificant number, perhaps ten, of these instruments 
were installed in a space such that the average 
distance from all of the bars to a man working 
in the central position was of the order of 30 
inches, then total gamma ray exposure would be 
of the order of twice the allowable limit and would 
have to be considered hazardous. The possibilities 
of such a situation should be noted in case these 
instruments become very common and are installed 
in large numbers, but where there are only one 
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or two presses with one or two instruments per 
press, the gamma ray exposure is not likely to at- 
tain significant levels. 


The possibility of accumulating radon should 
also be recognized as a potential hazard even 
though, in the case of the two instruments meas- 
ured in this study, there was no actual danger. 
At least some of the instruments reported by 
Evans had a larger radon output, and the amount 
of escaping radon could be expected to vary be- 
tween different instruments and to increase with 
age or, particularly, with rough handling which 
might tend to break the seal between the top cover 
and the radioactive deposit. No significant num- 
ber of these instruments, therefore, should ever 
be installed in a place where ventilation is in- 
adequate. 


Beta Ray Exposure 

Beta ray exposure, however, is of an entirely 
different order of magnitude and must be con- 
sidered in every installation. The tolerance dose 
for beta radiation is not nearly so well established 
as that for gamma and, unfortunately, there are 
references in the literature to tolerance limits 
which were established under wartime conditions. 
These are not the tolerance limits which should be 
adhered to in any sort of normal life, but apply to 
a time when men were “expendable.” They do not 
take into consideration the necessary safety factors 
and the possibility that a person may have been 
exposed to radiation in the past or may have to be 
exposed to diagnostic or therapeutic radiation 
dosage in the future. For all normal life condi- 
tions they should be ignored and the tolerance 
level of 12.5 millireps per hour, or 0.1 rep per day 
maximum, should be stirctly adhered to." 

In this laboratory and those of most competent 
authorities, the dose of 0.1 rep per day is looked 
upon as a maximum and is never approached any 
more closely than can be avoided. 


In any practical installation of these static elim- 
inators the laboratory measurements of beta in- 
tensity can only serve as a rough guide, for the 
reasons cited earlier. The reflection and scatter 
of beta particles may actually increase the intensity 
at any one point to a much higher level than would 
be expected from either theoretical calculations or 
measurements made under carefully controlled 
laboratory conditions where scattering effects are 
avoided. At the same time the finite range of the 
beta particle limits the distance which must be used 
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to attain a safe position. Safe working distance 
does not vary with the strength of the source to as 
great an extent as it does in the case of the gamma 
radiation. For the sources and scattering conditions 
found in this particular study, a distance of 60 
inches was found to be necessary. This same dis- 
tance might equally well apply to a stronger 
source. A distance of 9 or 10 feet might apply to 
almost any practical source of redium beta particles 
regardless of their initial intensity. There is no 
simple relationship between the source strength 
and the safe distance as there is in the case of 
gamma rays. 

In every case those responsible for the health 
and safety considerations of such installations 
should be cognizant of this possible hazard, and 
unless the installation is obviously safe, protection 
measurements should be made and modifications 
based on these measurements should be installed. 


Summary 


1. Static eliminators containing radium are 
highly successful in certain industrial processes. 
Their use is already quite general and can be ex- 
pected to increase. 

2. The radiation which may reach personnel 
from these static eliminators constitutes a very 
real industrial hazard which must be considered 
in every installation. 

3. The major hazard is the beta radiation, 
which can easily attain dangerous levels at close 
distances. The alpha radiation can be of no sig- 
nificance unless the bars are handled improperly, 
and the gamma radiation cannot constitute a haz- 
ard unless several instruments are installed in close 
proximity. 

4. The escape of the radon is negligible and 
with reasonable ventilation is not likely to show 
any real increase over the radon naturally present 
in air. 

5. The rules for safe installation set forth in 
the manufacturer’s own bulletin should never be 
violated, and, particularly, the safe working dis- 
tances set forth for each type of installation must 
be scrupulously observed. 
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The Horizons of Modern Medicine 


Surprisingly little of today’s medical practice is based 
on the standards of fifty, or even twenty-five years ago. 
Yet a substantial proportion of today’s doctors received 
their original training during the first quarter of this 
century. The constant flux of medical thought in- 
herent in recent scientific progress has demanded of 
every average practitioner constant study and research 
merely to keep abreast of current medical and surgical 
methods. During this same period, demands on the 
leisure time of this average practitioner, despite today’s 
rapid communications, have tended to increase. 


The arresting feature of this panorama of medical 
change is that the vast majority of doctors have suc- 
cessfully faced the challenge of medical progress, and 
have adequately re-educated themselves to the practice 
of today’s medicine. Through the medium of post- 
graduate clinics and schooling, co-operation and con- 
sultation with more recently trained colleagues, and 
constant recourse to current medical literature, today’s 
doctor has escaped being dated by the limitations of 
his original training. The horizons of modern medicine 
continue to be limitless, but with continuing alertness 
and inquiry the older man is as apt to possess the latest 
in medical information as the younger. 


Some of this chameleon-like quality in the American 
doctor has been due to the expansion and accessibility 
of postgraduate educational facilities and authoritative 
current literature. Not a little has been due to the 
development of improved medical ethics during the 
past half century which has increased the contacts and 
free flow of information among the profession. The 
field of medicine, combining opportunity for service to 
one’s fellow man with the requirement of intense pre- 
liminary training, has attracted a high type of in- 
dividual. Opportunity for great public service has 
apparently more than compensated for the lack of great 
remuneration. Because of such factors, the general 
level of practice is higher today than ever before. 


The average American doctor, without political in- 
terference, has met the challenge of modern progress 
by improving the quality of his individual service. It 
would seem that government might better serve by 
devoting itself to the increasingly expensive task of edu- 
cating a greater quantity of professionally free doctors. 


LOE f[riteed Jy 


President, Michigan State Medical Society 
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Editorial 





SOCIAL SECURITY LEGISLATION 


Peseseseen is still considering the extension of 

social security. The original bills, H.R. 2892 
and H.R. 2893, contained a provision extending 
social security “benefits” to professional men— 
doctors, lawyers, and others—as well as many other 
groups. In hearings before the House Ways and 
Means Committee the doctors, dentists; and law- 
yers were eliminated from the group. A new bill 
has been introduced, H.R. 6000, consolidating the 
other two. 


This entire legislation is an attempt to give old 
age and security benefits to persons who have been 
engaged in occupations covered by the bill when 
they have been incapacitated or have reached the 
age of sixty-five. The present law provides that if 
a person earns over $14.99 a month he forfeits his 
rights to benefits for that month. Under the new 
bill, this would be raised to $50.00 a month and 
after age seventy-five, no limit. Congress might 
change its mind and put farmers, physicians, den- 
tists, lawyers, back into the bill as they now are 
including other professional men such as writers, 
editors, artists, architects, actuaries, and the own- 
ers of independent business, such as small stores. 
If the original group should be replaced, the medi- 
cal profession will decidedly be interested again in 
this legislation. 


We believe something very definite should be 
done to change the fundamental concept of this 
program. As it now stands, the social security bill 
is a hidden income tax on gross incomes. The 
money is placed in the general fund and is used to 
pay general expenses of government. Payments to 
beneficiaries out of this money come from taxes. 
It is said that there are credits of nine or ten 
billion dollars in this fund but that money is 
represented by I.0.U.’s from the Government. 
We would suggest a provision be added to this bill 
under which this fund be actually considered and 
used as insurance; that the money be used for 
certain approved loans as any great insurance com- 
pany now invests its funds. This social security 
agency would then become a truly fiduciary or- 
ganization. 


We would further suggest that the limitations 
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upon earning capacities of an individual who has 
paid into the fund in order to accumulate old age 
benefits be removed. Let him draw that benefit 
when he becomes of retirement age, that is sixty- 
five years. No independent insurance company 
would be allowed to write a retirement benefit 
policy accepting payments until the insured be- 
comes sixty-five and then refuse payment just 
because he is earning $15.00 or $50.00 a month. 


We propose two things for the social security 
O.AS.I.: 


1. Prohibit the government from spending this 
money which is fundamentally not a tax but an in- 
surance investment. 


2. Make it a real insurance investment by pro- 
viding that the beneficiaries may receive the bene- 
fits. 


LET’S BE ALERT 


AVORABLE ACTION of the United States 

Senate in disapproving the President’s Re- 
organization Plan No. 1 has been very consoling 
news. Many believe the fight has been won because 
of the two-to-one vote against this measure. The 
past president of one of our county medical so- 
cieties remarked just the other day that we could 
now feel secure, the Congress is on our side and 
certainly will not vote socialized medicine. But 
within twenty-four hours the President, in a news 
conference, announced that he was determined to 
put across what he falsely calls the Hoover Plan 
for Reorganization, and he will again submit a pro- 
posal to make a Welfare.Department. According 
to the law, he may do this, and if he does it will 
be effective, unless it is again disapproved by one 
House of Congress. 


We must caution our members that the social- 
minded, determined bureaucrats who have control 
of the administrative part of government will not 
give up with the one licking they got by the Senate. 
They have determined to bring about the welfare 
state and especially the program which we recog- 
nize as political medicine. If it is turned down in 
one way, it will spring up in another. These at- 
tacks can be hatched overnight, but it takes us, 
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EDITQRIAL 


the unsuspecting medical profession, considerable 
time to become aware of them, to recognize their 
trend, or to combat them. Sixty days is a short 
time to take effective action, so BE ON THE 
ALERT. 


TIME PASSES, FACES CHANGE 
HE MONTH of August has made a profound 


impression upon the medical personnel of 
Michigan. Four outstanding personalities were re- 
moved from our midst. 


Our beloved councilor, T. E. DeGurse, M.D., 
last year had been honored by selection as the 
outstanding General Practitioner of our state. He 
was a delightful character, loved by all who knew 
him, and he was known far and wide in his section 
of the state. 


Tom Gruber, M.D., performed the stupendous 
task of establishing the Wayne County General 
Hospital as one of the most outstanding hospitals 
of the nation to care for the unfortunate and poor 
of a great city. He was keenly interested in the 
advancement of the medical profession. He served 
in many capacities in his county, in his state, and 
as a delegate, for many years, to the American 
Medical Association. His was one of the keenest 
minds in the House of Delegates, and his sugges- 
tions were respected. 


Bruce Douglass, M.D., by his keen knowledge of 
public health and his great administrative ability, 
conducted the development of the Detroit Health 
Department into a true and very efficient civic 
service. His opinions and advice were sought by 
industrial and civic agencies, and his leadership in 
the fight against poliomyelitis, tuberculosis and 
other scourges has been well accepted and has been 
appreciated by his community. 


Stan Insley, M.D., was one of the pioneers in 
providing prepayment insurance for those to whom 
a serious illness might also be a serious financial 
catastrophe. Dr. Insley early began the study of 
co-operative methods and became actively interest- 
ed with the group of pioneers who developed the 
Blue Cross and Blue Shield in Michigan. With a 
singleness of purpose, he suggested the application 
of our voluntary medical service plans to the care 
of the veterans which is now known as the Michi- 
gan Plan. Many contacts had been made unsuc- 
cessfully until Dr. Insley was instrumental in get- 
ting the ear of representatives of the Veterans Ad- 
ministration. 
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These four giants demonstrate the continuous 
effort by public-spirited medical men to bring 
benefits to their fellow citizens. These men, by 
their lives, have demonstrated that the true physi- 
cian is a man of two personalities. First, he is a 
physician, second, he takes over the problems of 
his fellow citizens and demonstrates that he is also 
one of them. 


NEW OFFICERS 


T THE 84th Annual Session of the Michi- 

gan State Medical Society held in Grand Rap- 
ids, September 21, 22, 23, and 24, 1949, Clarence 
E. Umphrey, M.D., of Detroit was unanimously 
selected as President-elect. 

John S. DeTar, M.D., of Milan was elected 
Councilor of the 14th district; William Bromme, 
M.D., of Detroit was re-elected Councilor of the 
18th district; H. B. Zemmer, M.D., of Lapeer was 
appointed to serve the unexpired term of T. E. 
DeGurse, M.D., deceased, of the 7th district; Le- 
Roy W. Hull, M.D., of Detroit was elected Coun- 
cilor of the first district to fill out the unexpired 
term of C. E. Umphrey, M.D. 

R. H. Baker, M.D., of Pontiac was elected 
Speaker of the House; J. E. Livesey, M.D., of Flint 
was elected Vice Speaker. L. G. Christian, M.D., 
of Lansing and William A. Hyland, M.D., of 
Grand Rapids were elected Delegates to the Ameri- 
can Medical Association; R. L Novy, M.D., of 
Detroit was elected to fill the unexpired term of 
T. K. Gruber, M.D., deceased, as Delegate to the 
American Medical Association. H. H. Cummings, 
M.D., of Ann Arbor, and E. C. Texter, M.D., of 
Detroit were elected alternate delegates to the 
American Medical Association. R. A. Johnson, 
M.D., of Detroit was elected to fill the unexpired 
term of R. L. Novy as alternate delegate. 


The House of Delegates elected Wilfrid Haugh- 
ey, M.D., of Battle Creek as President-for-a-Day 
(September 21, 1949) in order to give him the 
honor of the presidency, but to retain him in his 
present capacity as Editor. 





Androgen-dependent cancer of the prostate may be 
partially controlled by estrogens: conversely, androgens 


are factors for growth. 
* * # 


Circumcision in childhood militates against cancer of 
the penis in advanced age. 
* * * 


If the scrotal swelling transilluminates, is there a solid 
tumor masked beneath? 
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Michigan Foundation for Medical and Health Education 
Symbol of Medical Progress 


“Progress, man’s distinctive mark alone’”—and 
the words of Robert Browning continue true as 
each year finds the Michigan Foundation for 
Medical and Health Education moving toward its 
goal of providing more citizens of Michigan with 
highest quality modern medical and health edu- 
cation. 

Four years have passed 
since its founding and with 
those years has come the in- 
auguration of many projects 
for which the Foundation 
was brought into being. To- 
day, through the generosity 
of the medical profession 
and laity alike, the Founda- 
tion has funds approximat- 
ing $125,000 with which to 
carry out the objectives set 
forth in its articles of incor- 
poration. 

The purposes of the Mich- 
igan Foundation for Medi- 
cal and Health Education 
are contained in the follow- 
ing quotation from the Ar- 
ticles of Incorporation: 


“To acquire, provide, use, develop, endow, and finance 
methods, means and facilities for postgraduate education 
in medicine, for education in medicine, for lay health 
education, and for research, fellowships and scholarships; 
all in such manner as the Trustees shall determine. This 
corporation is organized and shall be operated exclusively 
for benevolent, scientific and educational purposes and 
its property shall be used by it solely for the purposes 
for which it is incorporated.” 


Foremost among accomplishments of the Foun- 
dation is the establishment of a revolving loan fund 
designed to encourage medical practice in the rural 
areas of the state. Known as the “Fund for the 
Encouragement of Medical Practice in Rural 
Areas”’ it offers financial aid to upper class medi- 
cal students, interns and residents in order that 
they can complete their studies or work. 

The administration of this special fund is under 
the direction of a Qualifications Committee of the 
Trustees of the Foundation proper. Three re- 
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quirements have to be met by all applicants seek- 
ing help: (a) the individual who obtains aid will 
be expected to practice in a rural area for a mini- 
mum period; (b) the loan shall be without inter- 
est until the end of the individual’s first year of 
practice and (c) the loan is to be repaid in line 
with conditions established by the Board of Trus- 
tees of the Foundation. 
The health needs of rural 
areas also come into focus 
with the Foundation’s fi- 
nancial sponsorship of the 
Third Annual Michigan 
Rural Health Conference. 
This year’s meeting is sched- 
uled for October 28-29 in 
Grand Rapids with several 
nationally recognized Health 
authorities appearing on the 
program and ample oppor- 
tunity given for group par- 
ticipation and discussion. E. 


the Foundation, is serving 


E. I. Carr, M.D. the Conference as Chair- 
President of the Foundatéon man. 


Foundation Co-operates in Michigan 
Health Survey 


The completion of the Michigan Health Survey 
indicates another facet of the work of the Founda- 
tion. Social changes make necessary a continuing 
supply of information on specific medical and 
health needs by number, kind and location. To 
this end the Foundation supplied a portion of the 
funds with which this survey, aimed to obtain the 
true needs of various rural communities for medi- 
cal care, was carried on. The results of the sur- 
vey will soon be made available. 

Another Foundation activity is that of aiding 
medical research. Lack of funds with which to 
determine causes and devise controls of new dis- 
eases has been ene of the great stumbling blocks 


confronting the medical profession in its quest for _ 


better health for everyone. Now, with funds avail- 
able for this purpose it is possible to supply money 


JMSMS 


I. Carr, M.D., President of | 
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MICHIGAN FOUNDATION FOR MEDICAL AND HEALTH EDUCATION 


at the time it is needed and at the place it is 
needed. 

Until a few years ago, the receiving of gifts 
and grants to be used for medical and health edu- 
cation proved to be a problem for the medical 
profession. Prior to the organization of the Michi- 
gan Foundation, no agency existed wherein dona- 
tions could be properly allocated to worthwhile 
projects. With the birth of the Foundation the 
problem was alleviated and the way was cleared 
for acceptance of grants from individuals to be 
used in specific fields of medical research and en- 
deavor. 

Dr. Carr, President of the Foundation since its 
founding in the autumn of 1945, interpreted the 
need for a continuing flow of funds into the treas- 
ury in the Foundation’s brochure titled “Leading 
in Learning” where he states: 


“Clinical research can no longer be supported on a 
shoestring if it is to contribute to the advancemnt of 
medicine. The day when useful information could be 
obtained by the grant of a bottle of pills and a few 
hundred dollars is past. The advances made in the 
methods of clinical research and the complexity of medi- 
cal problems have increased research costs tremendously. 
Universities and colleges can no longer contribute the 
major portion of the funds for clinical research. 

“These funds have to come from private sources such 
as foundations, private donors, industry of public funds. 
In the four years the Michigan Foundation has been 
operating we have done exceedingly well, both from a 
standpoint of activity and contributions. It is our bounden 
duty to see that this progress is continued. Donations 
and gifts from the citizens of Michigan have created 
the Foundation—future gifts must maintain it.” 


List of Contributions and Pledges 
To September 15, 1949 


Allegan County Medical Society; R. W. Alles, M.D., 
Detroit; Anonymous; Anonymous (Memory of Mother) ; 
Anonymous (Woman’s Auxiliary member); G. E. An- 
thony, M.D., Flint; R. F. Asselin, M.D., Detroit. 

R. H. Baribeau, M.D., Battle Creek; P. S. Barker, 
M.D., Ann Arbor; Barry County Medical Society; W. E. 
Barstow, M.D., St. Louis; J. H. Beaton, M.D., Grand 
Rapids; M. G. Becker, M.D., Edmore; A. P. Biddle, 
M.D., and Grace W. Biddle, Detroit*; A. W. Blain, 
M.D., Detroit; Branch County Medical Society; Lionel 
Braun, M.D., Detroit; C. D. Brooks, M.D., Detroit; J. 
D. Bruce, M.D., Ann Arbor*; A. S. Brunk, M.D., De- 
troit; D. H. Burley, M.D., Almont; Mary Lou Byrd, 
M.D., Grand Rapids. 

A. D. Calomeni, M.D., Lansing; A. C. Carlson, M.D., 
Cottonwood, Arizona; E. I. Carr, M.D:, Lansing; H. R. 
Carstens, M.D., Philadelphia, Pa.; Donald Chandler, 
M.D., Grand Rapids; L. G. Christian, M.D., Lansing; 
R. E. Clark, M.D., Detroit; D. E. Cohn, M.D., Detroit; 
B. R. Corbus, M.D., Grand Rapids; Clinton County Medi- 
cal Society; C. V. Costello, M.D., Holland*; H. D. 
Crane, M.D., Grand Rapids; H. H. Cummings, M.D., 
Ann Arbor; A. C. Curtis, M.D., Ann Arbor. 

(Continued on Page 1288) 
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Clarification of Income Tax Deductions 


At the request of contributors to the Michigan 
Foundation for Medical and Health Education a 
clarification was asked of the United States Treas- 
ury Department relative to income tax deductions. 
The accompanying letter indicates the official and 
favorable decision of the Treasury Department and 
will be of interest and satisfaction to future con- 
tributors to the Foundation. 


TREASURY DEPARTMENT 


Office of 
Commissioner of Internal Revenue 
Washington 25 


Michigan Foundation for Medical 
and Health Education 

2020 Olds Tower Building 
Lansing 8, Michigan 

Gentlemen: 


It is the opinion of this office, based upon the evi- 
dence presented, that you are exempt from Federal 
income tax under the provisions of section 101(6) of the 
Internal Revenue Code and corresponding provisions of 
prior revenue acts, as it is shown that you are organized 
and operated exclusively for educational purposes. 


Accordingly, you will not be required to file income 
tax returns unless you change the character of your or- 
ganization, the purposes for which you were organized, 
or your method of operation. Any such changes should 
be reported immediately to the collector of internal re- 
venue for your district in order that their effect upon 
your exempt status may be determined. 


Furthermore, under substantially identical authority © 
contained in sections 1426 and 1607 of the Code and/or 
corresponding provisions of the Social Security Act, the 
employment taxes imposed by such statutes are not appli- 
cable to remuneration for services performed in your em- 
ploy so long as you meet the conditions prescribed above 
for retention of an exempt status for income tax purposes. 


You will be required, however, to file annually, be- 
ginning ‘with your current accounting period, an infor- 
mation return on Form 990 with the collector of internal 
revenue for your district so long as this exemption re- 
mains in effect. This form may be obtained from the 
collector and is required to be filed on or before the 
15th day of the fifth month following the close of your 
annual accounting peridéd. 


Contributions made to you are deductible by the 
donors in arriving at their taxable net income in the 
manner and to the extent provided by section 23 (0) 
and (q) of the Internal Revenue Code, as amended, and 
corresponding provisions of prior revenue acts. 


Bequests, legacies, devises or transfers, to or for your 
use are deductible in arriving at the value of the net 
estate of a decedent for estate tax purposes in the man- 
ner and to the extent provided by sections 812(d) and 
861(a)(3) of the Code and/or corresponding provisions 
of prior revenue acts. Gifts of property to you are 
deductible in computing net gifts for gift tax purposes 
in the manner and to the extent provided in section 
1004(a)(2)(b) and 1004(b)(2) and (3) of the Code 


and/or corresponding provisions of prior revenue acts. 
The collector of internal revenue for your district is 
being advised of this action. 
By direction of the Commissioner. 
Respectfully, 


S/ E. I. McLarney 
Deputy Commissioner 
December 2, 1948. 
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MICHIGAN FOUNDATION FOR MEDICAL AND HEALTH EDUCATION 


J. S. DeTar, M.D., Milan; Dickinson-Iron County 
Medical Society. 

Eaton County Medical Society; C. W. Ellis, M.D., and 
B. W. Ellis, M.D., Lansing. 

W. G. Fenner, M.D., Detroit; O. O. Fisher, M.D., 
Detroit; A. C. Furstenberg, M.D., Ann Arbor. 

L. J. Gariepy, M.D., Detroit; Genessee County Medi- 
cal Society; J. L. Gillard, M.D., Muskegon; R. W. Gill- 
man, M.D., Detroit; Gratiot-Isabella-Clare County Medi- 
cal Society; Grand Traverse-Leelanau-Benzie County 
Medical Society. 

T. J. Heldt, M.D., Detroit; R. F. Herschelmann, M.D., 
Detroit; Lee Hileman, M.D., Ecorse; H. C. Hill, M.D., 
Howell; Hillsdale County Medical Society; L. J. Hirsch- 
man, M.D., Detroit; L. E. Holly, M.D., Muskegon; A. 
P. Holstein, M.D., Manchester; Houghton-Baraga-Ke- 
weenaw County Medical Society; R. J. Hubbell, M.D., 
Kalamazoo; Huron County Medical Society; F. P. Hus- 
ted, M.D., Bay City; W. A. Hyland, M.D., Grand 
Rapids. 

IDWTGTRMB Club; Ingham County Medical Society; 
S. W. Insley, M.D., Detroit*. 

Jackson County Medical Society; Joint Committee on 
Health Education; Francis Jones, M.D., Lansing.* 

R. E. Kalmbach, M.D., Lansing; C. G. Kirchgeorg, 
M.D., Frankenmuth; Theodore Kilvoord, M.D., Battle 
Creek. 

Ruth E. Lalime, M.D., Bear Lake; F. H. Lashmet, 
M.D., Petoskey; W. W. Lathrop, M.D.. Jackson; V. S. 
Laurin, M.D., Muskegon; Lenawee County Medical 
Society; J. R. Lentini, M.D., Grand Rapids; Simon 
Levin, M.D., Houghton; S. R. Light, M.D., Kalamazoo. 

Macomb County Medical Society; Manistee County 
Medical Society; Marquette-Alger County Medical So- 
ciety; R. G. B. Marsh, M.D., Tecumseh; W. P. Marshall, 
M.D., Kalamazoo; E. Fk. McMillan, M.D., Charlevoix; 
Mason County Medical Society; G. L. McKillop, M.D., 
Gaylord; Mecosta-Osceola-Lake County Medical Society; 
H. A. Meinke, M.D., Hazel Park; Menominee County 
Medical Society; Michigan Medical Service; Mrs. K. B. 
Miner, Flint; Gertrude F. Mitchell, M.D., Detroit; 
Monroe County Medical Society; J. C. Montgomery, 





M.D., Detroit; H. R. Moore, M.D., Newaygo; H. L. 
Morris, M.D., Detroit; Muskegon County Medical So- 
ciety; R. L. Mustard, M.D., Battle Creek. 

Cora Boyce Neal, Grand Rapids. 

Ontonagon County Medical Society. 

Wm. H. Parks, M.D., Petoskey; A. W. Petersohn, 
M.D., Battle Creek; R. C. Pochert, M.D., Owosso. 

L. B. Rasmussen, M.D., Vicksburg; G. L. Renaud, 
M.D., Detroit; Lawrence Reynolds, M.D., Detroit; 
Meshel Rice, M.D., Detroit; J. M. Robb, M.D., Detroit; 
J. M. Robb, M.D., Detroit (memorial to the late J. D. 
Bruce, M.D.) ; Howard Robinson, M.D., Detroit; John 
Rodger, M.D., Bellaire; H. R. Rothman, M.D., Detroit; 
W. Z. Rundles, M.D., Flint. 

G. B. Saltonstall, M.D., Charlevoix; Sanilac County 
Medical Society; C. A. Scheurer, M.D., Pigeon; Edna 
Schrich, M.D., Holland; R. J. Seime, M.D., Yipsilanti; 
G. W. Sippola, M.D., Detroit; E. F. Sladek, M.D., 
Traverse City; F. N. Smith, M.D., Grand Rapids; R. 
Earle Smith, M.D., Grand Rapids; St. Clair County 
Medical Society; Shiawassee County Medical Society; 
Ethelbert Spurrier, M.D., Detroit; W. J. Stapleton, Jr., 
M.D., Detroit; H. B. Steinbach, M.D., Detroit; Gabriel 
Steiner, M.D., Detroit; R. H. Stevens, M.D., Detroit;* 
R. A. Stiefel, M.D., Battle Creek; Elizabeth A. Stone, 
M.D., Romeo; C. L. Straith, M.D., Detroit; R. H. 
Strange, M.D., Mt. Pleasant. 

R. E. Toms, M.D., Brooklyn, N. Y.. 

Cc. E. Umphrey, M.D., Detroit. 

Jerrian VanDellen, M.D., East Jordan; E. E. Vivirski, 
M.D., Jackson. 

Ralph Wadley, M.D., Lansing; R. W. Waggoner, 
M.D., Ann Arbor; R. V. Walker, M.D., Detroit; Wash- 
tenaw County Medical Society; H. B. Weaver, M.D., 
Greenville; H. L. Weitz, M.D., Traverse City; K. N. 
Wells, M.D., Spring Lake; C. G. Wencke, M.D., Battle 
Creek; E. L. Whitney, M.D., Detroit; Lt. Comm. Frances 
L. Willoughby, M.C., Traverse City; S. B. Winslow, 
M.D., Battle Creek; E. R. Witwer, M.D., Detroit;* Wom- 
an’s Auxiliary to the Michigan State Medical Society; 
J. S. Wyman, *M.D., Flint. 

D. A. Young, M.D., Detroit. 

Margaret H. Zalen, M.D., Kalamazoo; C. R. Zolliker, 














*Deceased M.D., Imlay City. 
Name 
Office Add City 
Res. Add. City. 











I hereby pledge to the 


beginning December 1, 1949, the sum of 
TOTAL PLEDGE 


MICHIGAN FOUNDATION FOR MEDICAL AND HEALTH EDUCATION 
2020 Olds Tower, Lansing 8, Michigan, for the twelve-month period 


PAID HEREWITH 


BALANCE DUE 





$ $ 








| Ls 








My contribution is 














(1) to be paid in the total sum (1 
Or in annual payMeNts Of $i 


to be paid in the total sum (1 
C) orinannual payments Of $.nccccu ie 


CJ to the memory of: 








(1) In Cash 

Please (2) In W 

or n War or 
Check Victory Bonds 
Your v 

or (3) In Life Insurance [] 
Choice or (4) As a Memorial 

or (5) In my Will Oo 

SIGNATURE 
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Who’s Who in MSMS 





N THE late 1920’s when the Michigan State 

Medical Society became interested in obtaining 
the services of a publisher for both THE JouRNAL 
of the Michigan State Medical Society and the 
Medical History of Michigan, then being prepared 
by the late Dr. C. B. Burr and his committee, the 
name of J. R. Bruce of Saint Paul, Minnesota, was 
brought to the attention of the committee in charge, 
as one who had established a reputation for spe- 
cial service in this field. 

Investigation proved that the recommendation 
was a good one, and so it was that in 1930, J. R. 
Bruce, president of the Bruce Publishing Company 
of Saint Paul, took over the production of THE 
JouRNAL as well as the Medical History. The 
History was published in two volumes in 1930. 
Mr. Bruce has served as publisher of THE JOURNAL 
continuously since that time, and the relationship 
has proved to be most satisfactory under the 
editorship of three different editors—Dr. J. H. 
Dempster, Dr. Roy H. Holmes and Dr. Wilfrid 
Haughey. The first numbers were published under 
the business management of Dr. Frederick C. 
Warnshuis, then Secretary of the Society; the 
later numbers under his successor, William J. 
Burns. 

Mr. Bruce established the Bruce Publishing 
Company of Saint Paul in 1912, having become 
interested in the publication field through his early 
experience in newspaper work, both in the editorial 
and advertising departments, and as advertising 
representative of a group of business and class 
magazines. It was while he was serving in the lat- 
ter capacity that he decided to go into business 
for himself, his first publication being in the field 
of pharmacy. From there it was but a step to 
publications in the medical field, the first such 
journal coming under his management being Ain- 
nesota Médicine, which was established as the of- 
ficial journal of the Minnesota State Medical As- 
sociation in 1918. This publication is still handled 
for the Association under the business management 
of Mr. Bruce. Other journals and books of trans- 
actions were soon added, among them being— 
Transactions of the Western Surgical Association, 
Transactions of the American Association of 
Genito Urinary Surgeons, Transactions of the 
American Association of Obstetricians, Gynecolo- 
gists and Abdominal Surgeons, The X-Ray Tech- 
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J. R. Bruce 


nician (for the American Society of X-Ray Tech- 
nicians), The Journal of Aviation Medicine (for 
the Aero Medical Association), North-West Den- 
tistry (for the Minnesota State Dental Association) , 
The Bulletin of the Hennepin County Medical So- 
ciety, Annals of Allergy (for the American College 
of Allergists), and a large number of books on 
medical subjects. 

The Bruce Publishing Company is housed in its 
own modern building, with one-floor operation, 
making for efficiency in production. The newest 
equipment has been added from time to time to 
streamline production. Through the years the 
staff of the Bruce Publishing Company has ac- 
quired a technical knowledge of the style and 
methods of handling business and professional pub- 
lications which is unique. 

It has ever been the aim of Mr. Bruce to give 
his customers, in addition to printing service, a 
specialized service in both the editorial and ad- 
vertising aspects of publishing. This editorial serv- 
ice coupled with the printing facilities to produce 
THE JouRNAL has proved to be a very satisfactory 
combination. 

The association which the Michigan State Med- 
ical Society has been privileged to have with Mr. 
Bruce the past twenty years has been most pleasant. 
The personal interest he has shown in problems of 
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WHO’S WHO IN MSMS 


the Editor, the Business Manager and the Publica- 
tion Committee is one not often met. It is greatly 
appreciated by all those who have come in con- 
tact with him, and it is hoped that his services to 
the Michigan State Medical Society and those of 
his organization may continue for many years to 
come. 





H. B. ZEmMM_Er, M.D. 


ARRY BURTON ZEMMER, M.D., Lapeer, 
has been appointed to fill the unexpired 
Councilor term in the Seventh District left by 
the untimely death of T. E. DeGurse, M.D., Ma- 
rine City. The appointment was announced by 
E. F. Sladek, President of the Michigan State 
Medical Society, prior to the 84th Annual Session. 
Dr. Zemmer was born in Columbiaville, Michi- 
gan, in 1895. He attended Albion College and re- 
ceived his medical degree from the Detroit College 
of Medicine and Surgery. His internship was 
gained at Delray Industrial Hospital, Detroit. 
The new Councilor has taken postgraduate work 
at Harvard, Johns Hopkins and the University of 
Chicago, as well as in Germany and Switzerland. 
Memberships in medical organizations include 
those of the MSMS, Lapeer County Medical So- 
ciety, the American Medical Association and a Fel- 
lowship in the American College of Surgeons. 
Dr. Zemmer has served as Chief Surgeon of 
Lapeer City Hospital since 1924 and has been a 
staff member at Hurley, Woman’s and St. Joseph’s 
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Hospital in Flint for the same period. In addi- 
tion, he has been Consulting Surgeon at the Lapeer 
State Home and Training School since 1930. 

He is a Director and former President of the 
Lapeer Savings Bank, a member of Rotary Club 
and the Lapeer Chamber of Commerce. 

Dr. Zemmer is a former chairman of the Michi- 
gan State Mental Health Commission and a mem- 
ber of the MSMS Rural Health Committee. As 
Chairman of that Committee he was a prime mov- 
er behind the first two Michigan Rural Health 
Conferences and this year is acting as advisor to 
the same body. 





U OF M MEDICAL SCHOOL RECEIVES 
$3,000,000 GRANT 


Expectation of early completion of a greatly en- 
larged medical center at the University of Michigan was 
voiced October 12 by University President Alexander G. 
Ruthven as he made formal announcement of the receipt 
of a $3,000,000 grant from The Kresge Foundation of 
Detroit. The Kresge grant is to be used for the con- 
struction of a Medical Research Institute, one of five 
new units needed to complete the enlarged medical cen- 
ter. 

Labelling the Kresge Foundation grant “the most im- 
portant single event in the 100-year history of the Medi- 
cal School and one of the most significant in the Uni- 
versity’s existence,’ President Ruthven said it would 
give the University’s Board of Regents and the people 
of Michigan faith in the belief that “the entire enlarged 
center can be built in a few years.” 

His enthusiasm was supported by Albert C. Fursten- 
berg, M.D., Dean of the Medical School, who declared 
“great progress can now be anticipated, for the research 
institute building will give our men and women the 
facilities and the incentive for doing the work for which 
they are eminently qualified.” 

The other units planned for the expanded center are: 
an out-patient clinic, plans for which are now being 
drawn, a maternity hospital which is due to be completed 
in a few months, a medical and nursing education build- 
ing and a children’s and infants’ hospital. 

An earlier stimulus for the medical center came with 
the appropriation of $100,000 by the 1949 Michigan 
Legislature for drawing of plans for the outpatient clinic, 
This was one of the many legislative projects fostered 
by the MSMS Legislative Committee during the past 


session. 
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te 3rd Michigan Postgraduate Clinical Institute 
u 
— March 8, 9, 10, 1950 
| mem- 
a. S PEAKERS and subjects at the 1950 Michigan Postgraduate 
nt Clinical Institute scheduled for the Book-Cadillac Hotel, De- 
Ov- troit, Wednesday, Thursday, Friday, March 8-9-10, 1950, are of 
Health ) such renown and of such pratical interest respectively, that the 
isor to ng na Arrangements Committee, headed by P. L. Ledwidge, M.D., 
Baal Conant Chalke. Detroit, anticipates a record-breaking crowd of Michigan, Ohio, 
-man of Arrangements. Indiana, Wisconsin, and Ontario physicians and surgeons to register 
at the Institute. 
Here’s an early “peek” at the well-rounded three-day continuation course which 
busy practitioners of medicine will enjoy next March in Detroit: r 
Franz G. Alexander, M.D., Chicago, Ill.—Psychiatric subject to be chosen. 
__ Marion A, Blankenhorn, M.D., Cincinnati, Ohio—“The Specificity of the Vitamins and 
Vheir Proper Clinical Use.” 
F. Bayard Carter, M.D., Durham, N. C.—‘“Indications for Caesarean Section.” 
tly en- George Crile, Jr., M.D., Cleveland, Ohio—“Present Status of the Treatment of Hyper 
thyroidism.”’ 
an was Richard H. Freyberg, M.D., N. Y. C.—‘‘Arthritis—What to Know About It and What to 
der G. Do About It.” 
: J. Mason Hundley, Jr., Baltimore, Md.—‘‘Discussion of Radiation Therapy for Benign Uter- 
receipt ine Pathology.” 
tion of Julian P. Price, M.D., Florence, S. C.—‘‘The Use and Abuse of Drugs in Treating Chil- 
dren. 
- oo Leo G. Rigler, M.D., Minneapolis, Minn.—‘“X-Ray Diagnosis of Diseases of the Chest.” 
of | five Francis E. Senear, M.D., Chicago, Ill.—‘‘Recent Advances in Dermatology.” 
, Isadore Snapper, M.D., N. Y. C.—‘“Treatment of Acute Aneuria.” 
al cen- Internationally Renowned Ophthalmologist—“Eye Findings in Systemic Disease.” 
Waltman Walters, M.D., Rochester, Minn.—Surgical subject to be chosen. 
' Darrell A. Campbell, M.D., Eloise—Clinical Pathological Conference. 
ost im- William S. Carpenter, M.D., Detroit—‘‘Choice of Surgery in Peptic Ulcer—Comparative 
Medi- Results.” 
Uni Frederick A. Collar, M.D., Ann Arbor—Surgical subject to be chosen. Dr. Collar also will 
oo be moderator of Quiz Period on March 10, 1950. 
would Jerome W. Conn, M.D., Ann Arbor—Medical subject to be chosen. 
| Joe DePree, M.D., Grand Rapids—“The Art of Anesthesia.” 
—— S. E. Gould, M.D., Eloise—Moderator of Clinical Pathological Conference on March 9, 1950. 
larged Herbert W. Harris, M.D., Lansing—‘“‘Everyday Orthopedics.” 
A. Morgan Hill, M.D., Grand Rapids—‘‘Preventive Pediatrics.” 
Homer A. Howes, M.D., Detroit—‘“How to Investigate the Allergic Patient.” 
irsten- Rockwell M. Kempton, M.D., Saginaw—“The Management of Diarrhea in Infants and 
Children.” 
clases Robert B. Kennedy, M.D., Detroit—“The Use of Endocrine Products in Obstetrical and 
search Gynecological Office Practice.” 


a a John D. Littig, M.D., Kalamazoo—‘Fundamentals in Diabetic Management.” 

| James H. Maxwell, M.D., Ann Arbor—Otolaryngological subject to be chosen. 

which Roy D. ‘McClure, M.D., Detroit—‘Surgery of the Breast.” 

J. Duane Miller, M.D., Grand Rapids—‘“Industrial Surgery is for the Industrious Surgeon.” 
Kenneth B. Moore, M.D., Flint—Discussion Conference on Cancer on March 8, 1950. 

r are: Plinn F. Morse, M.D., Detroit—‘“‘Laboratory Methods for the Diagnosis of Malignancy.” 
Gordon B. Myers, M.D., Detroit—“The Treatment of Nephritis.” 

Reed M. Nesbit, M.D., Ann Arbor—“An Appraisal of Methods for Treatment of Urinary 
pleted Infections.” 

build- C.I. Owen, M.D., Detroit—Moderator of Discussion Conference on Cancer on March 8, 1950. 
A. Hazen Price, M.D., Detroit—Discussion Conference on Cancer on March 8, 1950. 

Henry L. Smith, M.D., Detroit—‘‘Important Concepts in Cardiology for the General Prac- 


being 


. with titioner.” 
: Palmer E. Sutton, M.D., Royal Oak—‘‘A Practitioner Evaluates Some of the Recent Advances 
higan in Obstetrics and Gynecology.” 


E. Thurston Thieme, M.D., Ann Arbor—Surgery of the Biliary Tract.” 


ws Franklin H. Top, M.D., Detroit—‘‘The Poliomyelitis Epidemic of 1949.” ; 
stered Milton R. Weed, M.D., Dearborn—Clinical Pathological Conference on ‘March 9, 1950. 
past 
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Michigan’s Department of Health 


Albert E. Heustis, M.D., Commissioner 





A new pamphlet, “Communicable Disease Control in 
the School Health Program” has been prepared by this 
Department to replace the older folder for school per- 
sonnel, “Communicable Diseases and the School.” Ma- 
terial to aid in the school health program and an up-to- 
date communicable disease chart are included. These 
pamphlets are available to local schools from the local 
health departments or from the Michigan Department 
of Health. 


* * * 


Studies have shown that the medical profession is a 
large contributor in the recruitment of students for pro- 
fessional] nurses’ training. 

For that reason attention is called to the fact that the 
Michigan Nursing Center Association has compiled a 
leaflet, “If the Cap Fits,” which is free to those in- 
terested in becoming either professional or practical 
nurses. It also has a detailed directory of schools of 
professional nursing. Either may be had free by writing 
the Michigan Nursing Center Association, 750 East 
Main Street, Lansing 12, Michigan. 


’ * * 


A further step in the reorganization of the Depart- 
ment was made with the appointment of John McKevitt, 
A.B., M.P.A., as Director of a new Division of Adminis- 
trative Services. 

The Division includes as sections, the former Bureau 
of Education, Bureau of Finance, Office of Personnel, 
Office of Law Enforcement, and the Communications 
Group. 

* * # 

This Department again calls attention of physicians to 
the availability of free penicillin for the treatment of 
gonorrhea. Distribution to private physicians is made 
through the local health departments or, where there 
is no local department, from the Michigan Department 
of Health, Lansing 4. 


* + 


The thirteenth Venereal Disease Postgraduate Course 
will be offered at the United States Public Health Serv- 
ice Medical Center, Hot Springs, Arkansas, October 31 
through November 5, 1949. 

Requests to attend this course should be mailed di- 
rectly to Senior Surgeon E. B. Johnwick, Medical Of- 
ficer in Charge, USPHS Medical Center, Hot Springs. 

The Michigan Department of Health has no funds 
available for tuition or other expenses. Details of the 
course may be had from the Division of Tuberculosis and 
Venereal Disease Control, Michigan Department of 
Health. 

* * * 

To aid in recruiting blood donors for the Michigan 
free plasma program, a second (new) radio transcription 
has been prepared by the Department and is available 
for use upon request. 
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“Blood Fractionation” is the subject of a discussion 
by Dr. G. D. Cummings, Director of the Division of 
Laboratories of the Department. 


* * 


Blue Cross and certain commercial insurance com- 
panies are now co-operating in the venereal disease con- 
trol program by honoring the charge for treatment of 
syphilis at the Michigan Rapid Treatment Center. 


> = oe 


The third of a series of articles on “Inactivation of 
Partially Purified Poliomyelitis Virus in Water by Chlor- 
ination” written by Serge Lensen, Ph.D., Max Stebbins, 
M.S., of the Michigan Department of Health Labora- 
tories and three others appeared in the September issue 
of the American Journal of Public Health. 


* * * 


A new catalog listing 180 films and film strips on fifty 
health subjects for lay and professional groups will soon 
be available from this Department. 

The films may be borrowed without charge for show- 
ing to school, community or professional groups or clubs. 
Requests for the catalog of the Michigan Department of 
Health Film Loan Library and for use of films should 
be made to the local health department or to the Michi- 
gan Department of Health. 


* * * 


The 29th annual Michigan Public Health Conference 
will be held in Hotel Statler, Detroit, November 9, 10 
and 11. Practicing physicians are invited to participate. 


* * * 


Dr. J. K. Altland, Director of the Division of Local 
Health Administration of the Michigan Department of 
Health, has been named to the Founders’ group of the 
newly formed American Board of Preventive Medicine 
and Public Health. 

The Board recently founded by the American Medical 
Association provides recognition for those in public health 
fields similar to that accorded by boards in the other 
medical specialties. 

* * # 

In order that the city or county health department 
may know when a child is born to a family of its juris- 
diction, in another locality of the state, full-time county 
and city health departments are now being sent carbon 
copies of all notifications of birth registration from this 
department. The originals are sent to the parents of 
the child. 

* *# # 

Visitors from Guatemala, Ireland and Canada arrived 
in the Department during August. 

Miss Ofelia Paz y Paz G. of Guatemala arrived August 
15 to spend a year studying sanitary bacteriology, media 


(Continued on Page 1294) 
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D ~ A MAMI ES a ‘ (Brand of dimenhydrinate) 


has been accepted by the Council on Pharmacy and Chemistry 


of the American Medical Association for the prophylactic and 


therapeutic relief of motion sickness. 
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MICHIGAN’S DEPARTMENT OF HEALTH 











When the signs point to peripheral 
vascular disease, collateral circulation 
may be increased by use of a Burdick 
Rhythmic Constrictor. 


The Rhythmic Constrictor is easy to 
use and quiet; it may be employed 
while the patient sleeps. Its effective- 
ness is demonstrated by symptomatic 
relief and objective benefit, such as 


increased oscillometric readings. 





Recent clinical reports have empha- 


sized the value of this form of therapy 
in peripheral vascular disease. Use 
the coupon for an authoritative ab- 
stract on the subject. 








| 1 
1 | 
| i] 
i] . t 
; Gentlemen: Send me report of a | 
; recent clinical investigation on Rhyth- ; 
1 mic Constriction. 1 
1 | 
1 Dr. ' 
t | 
1 Address : 
1 ; 

! City Zone State . 





THE G. A. INGRAM COMPANY 


4444 Woodward Avenue, Detroit 1, Michigan 
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production and clinical pathology, under the sponsor- 
ship of the Institute of Inter-American Affairs. 

Miss Jean Oddie, nutritionist from the Canadian Min- 
istry of Health, Saskatchewan, Canada, spent two days 
studying with Department nutritionists. 

Dr. F. S. Stuart of the University of Dublin, Ireland, 
who has been attending the University of Michigan School 
of Public Health and Dr. Hubert W. Smith of the Uni- 
versity of Toronto, Canada, visited the Laboratories dur- 
ing the month. 


* 7 a 


Six venereal disease investigators have been added to 
the staff of the Section of Venerea] Disease Control. 
They have been assigned to the following six areas: 
Macomb, Oakland and Monroe Counties; Port Huron 
and Thumb area; City of Saginaw; County of Muskegon; 
Calhoun and Kalamazoo Counties; and the Upper Pen- 
insula. 

The investigators work under the direction of the 
local health officers and are available to assist practicing 
physicians in getting lapsed cases to come back for 
treatment, or in making contact investigations. 


~ * * 


An additional laboratory has qualified for perform- 
ance of enteric examinations in Michigan. It is Arthur 
A. Humphrey Clinical Laboratory, 914 Security Bank 
Building, Battle Creek, Michigan. 








e White-Haines Custom Made Corrections 
definitely identify ophthalmic translations 
with diagnosis. Whether the correction is 
comparatively simple or otherwise, the lens- 
es are made to order. 

White-Haines Custom Made Correc- 

tions are produced to Korectal Lens 


Design assuring accuracy of power 
and maximum optical performance. 


OPTICAL COMPANY 





ANN ARBOR, BATTLE CREEK. BAY CITY, DETROIT. 
FLINT, GRAND RAPIDS, SAGINAW 
General Offices: COLUMBUS, OHIO 
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™ This ultra modern 200 MA two tube full wave 
n- 
days diagnostic unit used so successfully by the 
ail Army now with rotating anode tube and there- 
<i fore particularly well adapted to hospital and 
far clinical requirements is now available for civil- 
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MICHIGAN STATE MEDICAL SOCIETY 


Supplemental Roster 1949 


The following names were certified by County Medical Societies after the Roster had been 
sent, to the publishers of THE JourNAL for publication in the July number. 


Alpena ¢ County 
oyle, C. Se 


Berrien County 


ei i Se a eer 
Lindenfeld, Jet Se a 
a Rs Niles 


Rice, af? seliheaeaeamenemarssne: Niles 
a Se ee Se ....Buchanan 


Calhoun County 


Hansen, Harvey C. ...Battle Creek 


Clinton County 


Henthorn, A. €. ....St. Johns 
Eaton County 

I BE a aicctssereicsemiocestcameauie Bellevue 
Willits, o%. ae ....Charlotte 
Genesee County 

SS Sener sere Flint 
David, pL SE ES Flint 
Evers, "John , ees eahitedeicboteaeel Flint 
Harrison, i Se ae Flint 
Laird, James I......... ., Goodrich 
GI Blac scicciesencsipcecvecvscraceensl Flint 
SN SS FEES. Flint 
2 Ee 


Grand Traverse-Leelanau- 
Benzie Counties 

yn eee Frankfort 
Trautman, Frederick D................. Frankfort 
Wilcox, Paul H......... .Traverse City 
Weitz, Harry L........ -Traverse City 


Hillsdale County 


MePariand, ©. Goncccccsscccscesss North Adams 
Ingham County 

DS RUD Mis tnkeses coc casscaseveetsedzqaness Lansing 
pl Lansing 


Kent County 


Browning, E. S.. 
Gosling, Robert 
Jelleman, John 
Mehney, Gayle 
Smith, Ferris N.. 






i: 


Grand Rapids 
..Grand Rapids 


Livingston County 
Steinfield, Winton.................... Tucson, Ariz. 


Manistee County 
i EEE Manistee 


Marquette-Alger Counties 
UO, ON Rssistnicesiiriicceeesicons Michigamme 


Oakland County 


a a Seen eee Ferndale 
Biortne, James Ainccceccnssss.csscecss Birmingham 
Seaborn, Arthur J...................... Royal Oak 


St. Joseph County 
Shaw, George D.................::+ Three Rivers 


Tuscola County 


Elmendorf, Edward N.................00.. Vassar 
NE BMI. SII nce cnsnescesscsesscseovces Vassar 


Washtenaw County 
PNM g Ray We cetheeaseccteeondesires Ann Arbor 


Wayne County 


Bergman, Theodore............................Detroit 
Bloom, | ea RARER Detroit 
Clippert, PE aicccavetnacescenucescecssives Grosse Isle 
I CN raises cccsccssevscceicsasnncasees Detroit 
eg Say RUNNIN: Detroit 
NI. SIN ico cncrecesenincessecnastced Detroit 
Hedgeman, E. Chester......... oiueueenee Detroit 
Isaacson Arthur... B euietaccedassvbceseatiwaiost peel Detroit 
Klosowski, 1S eames Detroit 
Lecklider, A. cen ..Detroit 
May, Earl W. Cee .. Highland Park 
Molnar, Seaton SRE ere — - 
SS eee ...Detroit 
Robb, Herbert F. _ Mee: Detroit 
Robb, Herbert, J.. . ...Belleville 
Spurrier, Ethelbert....0.0.0..0.c.c0ccc0sse Detroit 
I Bet Wes ac icecticveacisasoacaceeeeieven Detroit 
, i i eee 


Wexford-Missaukee Counties 
I s.  Rte case vepserecssasicarecsecvecveapes Lake City 


" *Should have been listed in July. 





Detroit's Most 





Correct Address 


* U | E R «a © Al S for the Fall and Winter season 


are ready in complete selection. 


and polo cloths styled in the good taste characteristic of all 


clothing you find in this establishment. 





Fine tweeds, coverts, fleeces 
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e Licensed by State of Michigan, Dept. of Mental Health ¢ Registered by American Medical Association 


ST. JOSEPHS RETREAT 


Under direction of 
Daughters of Charity 
of St. Vincent de Paul 





Newly reorganized and mod- 
ernized for individualized care 
and treatment of the nervous 
and mentally ill and alcoholics. 


Martin H. Hoffmann, M. D. 
Medical Superintendent 


23200 Michigan 
DEARBORN «* near Detroit 
Founded in 1860 LOgan 1-1400 














Now Council-accepted 


HYCODAN ’ siseses: 


Endo brand of dihydrocodeinone bitartrate 


For selective cough therapy 


3 FORMS: Oral tablets (5 mg.); syrup (5 mg. 
per teaspoonful); and powder (for 
compounding). Average adult dose 
5 mg. May be habit forming; nar- 
cotic blank required. Literature sent 
on request. 


THE G. A. INGRAM COMPANY 


4444 Woodward Avenue, Detroit 1, Michigan 
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Michigan Authors 


Henry C. Stalzstein, M.D., of Detroit, published a 
paper: “Radical Removal of Uterus Vagina and Rec- 
tum for Far Advanced Carcinoma of the Uterus and 
Vagina” in Harper Hospital Bulletin for January-Feb- 
ruary, 1949. 

Mario §S.-Cioffari, M.D., Detroit, published a paper: 
“Dietary Control of Dental Caries” in the Archives of 
Pediatrics for June, 1949. 

Steven C. Mason, M.D., and H. M. Pollard, M.D., 
of Ann Arbor published a paper: Peptic Ulcer Following 
Splanchnicectomy; a Report of Thirteen Cases” in 
Surgery, Gynecology and Obstetrics for September, 1949. 

]. Forbes Rogers, M.D., Raymond J. Barrett, M.D.., 
and Conrad R. Lam, M.D., of Detroit published a paper: 
“Experimental Intravascular Thrombosis in Surgery, 
Gynecology and Obstetrics” for September, 1949. 

Alex S. Friedlaender, M.D., and Sidney Friedlaender, 
M.D., Detroit, are authors of an original article “Cor- 
relation of Experimental Data with Clinical Behavior of 
Synthetic Antihistaminic Drugs” which was published 
in Annals of Surgery, January-February number, 1949. 


* * * 


Wisconsin Speakers—On the program of the Wiscon- 
sin State Medical Society Annual Session, October 3, 
4, and 5, 1949, at Milwaukee were the following from 
Michigan: . 

Arthur C. Curtis, M.D., Ann Arbor, “Sarcoid Disease:” 
“Modern Treatment of Syphilis.” 

Ivan B. Taylor, M.D., Detroit: “Anesthesia, the Weak- 
est Link in Surgical Procedure.” 

Frederick A. Coller, M.D., Ann Arbor: “The Diag- 
nosis and Management of Lesions of the Breast.” “Can- 
cer of the Gastrointestinal Tract.” “Treatment of Renal 
Insufficiency in the Surgical Patient.” 

A. D. Reudeman, M.D., Detroit: “Use of Beta Radia- 
tion in Ophthalmology.” 


* * * 


Diabetic detection week has been announced for Oc- 
tober 10 through October 16. We are told that there 
are a million undiagnosed diabetics in the country and 
are urged to make a urine test for every patient we 
see during this detection week. It will take only a 
minute and might mean the recognition of a serious 
threat to the welfare of the patient. 


® * * 


Administration Strategy—News out of Washington is 
that the administration, in an attempt to smoke-screen 
the five percenter scandal, will try for favorable pub- 
licity against the “lobbies.” The “doctors’ lobby” will 
be shown up on account of its pernicious fight against 
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“health insurance’— forgetting to put in the word “com- 
pulsory.” 

The 1950 political campaign has opened with Presi- 
dent Truman’s Labor Day speeches. He mentions the 
“privileged classes” and his determination to have all 
of his social program. 

* * * 

Alexander M. Campbell, M.D., long-time practitioner 
and in recent years Advisor in Obstetrics and Gynecology 
to the Medical Profession of Michigan, was featured in 
the Grand Rapids Herald of August 21, under the head- 
lines “Retiring Doctor Looks Ahead.” The sub-title in- 
dicates the gist of the eulogistic articles: ‘‘ ‘Dad’—a 
Hard Won Title.” 

Congratulations, Dr. Campbell, and may you retire in- 
to a more active sphere of postgraduate education of 


our medical men. 
* * * 


The Berrien County Medical Society’s meeting of 
September 15 featured Robert Berry, M.D. of Ann 
Arbor who spoke on “Neoplasms of the Colon.” The 
program was supplied through the courtesy of the Can- 
cer Society. 

* * * 


Michigan has 7,127 living physicians, as of June, 1948, 
according to a survey recently printed in JAMA by 
the Bureau of Medical Economic Research of the Ameri- 
can Medical Association. This total ranks eighth among 
the states with New York first with 30,970; California 
being second with 16,069; Pennsylvania third with 14,- 
633; Illinois fourth with 13,307; Ohio fifth with 10,- 
091; Massachusetts sixth with 9,102; and Texas seventh 
with 7,621. 


* * * 


Harry Eagle says that “reinfections with syphilis are 
usually observed in patients treated in the early stages 
and only rarely in patients treated after spontaneous 
disappearance of the secondary lesions.” 

It may be that late starting of treatment may only 
reduce the number of organisms; not completely cure. 

Be suspicious of any rash. Investigate clinically and 
use the laboratory helps. 

Don’t forget to report all cases to your health de- 
partment and check all contacts. They will help you 


and the contacts. 
+ * + 


E. F. Sladek, M.D., Traverse City, as President of the 
Michigan State Medical Society, was signally honored 
by members of his county medical Society, the Grand 
Traverse-Leelanau-Benzie Society, on September 6. At 
a testimonial dinner in honor of President Sladek, the 


(Continued on Page 1300) 
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North Shore 
Health Resort 


Winnetka, Illinois 


on the Shores of 
Lake Michigan 


A completely equipped sanitarium for the care of 
nervous aad mental disorders, alcoholism and drug addiction 


offering all forms of treatment, including electric shock. 


SAMUEL LIEBMAN, M.S., M.D. 
225 Sheridan Road Medical Director Phone Winnetka 211 











DIGILANID... 


crystalline complex 


of whole leaf 


The dependable action of the total glycosides of Digitalis lanata 
whole leaf is provided by DIGILANID®, crystalline complex 
of lanatosides A, B and C, in regulated percentages. 

Possessing the additional advantages of uniform potency, 
stability and virtual freedom from impurities, DIGILANID may 


be regarded as “crystalline whole leaf.” 


DIGILAN 


Tablets + Liquid » Ampuls « Suppositories 
® 
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‘ SANDOZ PHARMACEUTICALS 
~~ Originality ¢ Elegance ° Perfection | Division of SANDOZ CHEMICAL WORKS, INC. 
NEW YORK 14, N.Y.eCHICAGO 6, ILL.eSAN FRANCISCO 8, CAL. 
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long-time member of the Grand Traverse group was 
presented with a handsome wrist watch and with many 
eulogistic words concerning his contributions to Medi- 


cine over the years. 
* * # 


A. C. Ivy, M.D., of the Department of Clinical Sci- 
ence, University of Illinois (1853 W. Polk Street, Chi- 
cago 12) requests physicians to co-operate in assembling 
material on this interesting study: “The hereditary pre- 
disposition in twins to tuberculosis, diabetes, and tumor 
formations.” Dr. Ivy wishes to have cases sent to him 
in which (1) one or more twins develop peptic ulcers; 
(2) the site of the ulcer; (3) the age of onset of ulcer; 
(4) the type of twins (monovular or diovular) ; (5) the 
sex of the twins; (6) the date of birth of the twins, 
and (7) the number and age of the brothers and sisters, 
with the absence or presence of ulcer in each. 

* * * 


The Eaton County Medical Society, Michigan, is 
conducting a survey of apparently well persons to ex- 
clude cancer of the mouth, skin, breast, cervix and rec- 
tum; the survey is in co-operation with the Eaton County 
Farm Bureau Women. Included in this survey is an 
estimate of the cardiac status. For detailed information, 
write G. C. Stucky, M.D., Cochran at Lovett, Charlotte, 
Michigan. 


* * * 


During the 35th Clinical Congress of the American 
College of Surgeons at the Stevens Hotel, Chicago, Oc- 
tober 17-21, the 28th Annual Hospital Standardization 
Conference was held, beginning Monday, October 17. 
The first Standardization Conference was held thirty-two 
years ago in Chicago (November, 1917). 

* * « 


The American Association for the Advancement of 
Science will hold its 116th meeting in New York City, 
December 26-31, 1949. For information and program, 
write the Association, 15 Massachusetts Ave. N. W., 
Washington 5, D. C. 


+ + 


Peter M. Murray, M.D., New York, recently elected 
as a delegate from New York State Medical Society, will 
be the first negro member of the AMA House of Dele- 
gates when he is seated at the San Francisco Session in 
June, 1950. ‘Mr. Murray was born in New Orleans.and 
graduated from Howard University School of Medicine 
of which University he now is a trustee. He has practiced 
in New York since 1920. Dr. Murray is a past president 
of the National Medical Association, a Fellow of the 
New York Academy of Medicine, Diplomate of the 
American Board of Obstetrics and Gynecology, Fellow of 
the American College of Surgeons, and Fellow of the 
International College of Surgeons. He has been a mem- 
ber of the New York State Medical Society House of 
Delegates for twelve years. 


* * * 


Joseph L. Zemens, M.D., Detroit, Medical Director of 
Packard Motor Car Company, is president for the year 


(Continued on Page 1302) 
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THE HAVEN SANITARIUM, INC. 


1850 PONTIAC ROAD ROCHESTER, MICHIGAN 
Telephone 944] 


Leo H. BartEeMEIER, M.D. 


Chairman of the Board A private hospital 25 miles north of Detroit for the 
Emit L. Froeticuer, M.D. diagnosis and treatment of mental and emotional 
Clinical Director illness—psychoanalytically trained resident physi- 
Mr. GRAHAM SHINNICK : 
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SHIRTS 
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a great many 
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~the collars 
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—try a few! 
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1949-50 of the Michigan Association of Industrial Physi. 

cians and Surgeons. Dr. Zemens was chosen as president- 

elect of the Association, and assumed the presidency when 

K. E. Markuson, M.D., formerly of Lansing, left Michi- 

gan to reside in the State of Connecticut. 
Congratulations, Dr. Zemens! 


* * % 


The American College of Chest Physicians announces 
a postgraduate course in diseases of the chest to be held 
at the Hotel New Yorker, New York City, from Novem- 
ber 14 through 19, 1949. For information and com- 
plete program, write Frank R. Ferlaino, M.D., Secre- 
tary, 500 N. Dearborn St., Chicago 10, Illinois. 


* * * 


At the Third Annual Michigan Rural Health Confer- 
ence, to be held at the Civic Auditorium, Grand Rapids, 
October 28-29, Dr. J. O. Christianson, of Minneapolis, 
will speak on “Rediscovering America.” Other speak- 
ers include Paul D. Bagwell of Michigan State Col- 
lege, East Lansing, past president of the National 
Junior Chamber of Commerce; J. S. DeTar, M.D., 
Milan; and Mrs. Charles Sewell of Chicago. The 1949 
Rural Health Conference is being sponsored by MSMS, 
the Michigan Foundation for Medical and Health Edu- 
cation, Inc., and some forty other agencies interested in 
rural health. For complete program, write the Confer- 
ence Secretary, c/o Michigan Health Council, 706 N. 
Washington St., Lansing 6. 


* * * 


E. H. Rowley Company of Detroit has opened a branch 
store in Lansing, Michigan, at 1129 N. Washington, mak- 
ing available all types of orthopedic and prosthetic 
appliances. A valuable service in the orthopedic appli- 
ance field has been initiated by E. F. Schmitt of the 
Rowley Company. It consists of a free training school 
where’ amputees are taught the proper use of their arti- 
ficial limbs. Classes are held at the company’s offices in 
a specially constructed room complete with balance rails, 
narrow stairways, and ramps, designed to simulate con- 
ditions that the amputee will encounter in everyday 
living. The classes have been invaluable for restoring 
confidence in the amputee and making for maximum ef- 
ficiency in the use of the artificial limb. 


* * * 


The International College of Surgeons will hold its 
Seventh International Assembly in Buenos Aires, Argen- 
tina, in August, 1950. For travel plans and copy of the 
scientific program, write the Secretary-General, 1516 
Lake Shore Drive, Chicago 10, If. 


* * * 


The American Academy of General Practice of Wayne 
County announces the following speakers on the program 
of its Third Annual Postgraduate Lectures for general 
practitioners, October 26-27, 1949, in Henry Ford Hos- 
pital Auditorium, Detroit: Roy D. McClure, M.D., E. 
Clarkson Long, M.D., Frank R. Menagh, M.D., F. Janney 


(Continued on Page 1304) 
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e A.M.A. ACCEPTANCE 


e F.C.C. APPROVAL 
Type Approval D-479 
e UNDERWRITERS’ LABORA- 
TORIES APPROVAL 


e CANADIAN APPROVAL 
Type Approval No. 7 


Do not overlook the fact that in addition to meet- 
ing the rigid requirements for four types of ap- 
proval, H. G. Fischer & Co.’s Deluxe Cabinet Mod- 
el “400” Short Wave Diathermy Unit is equipped 
with the new patented adjustabe induction elec- 
trode. This modern applicator adjusts easily to all 
body contours and eliminates the need for prac- 
tically all other treatment electrodes. The Model 
“400” is a self-excited oscillator type—no crystal 
control or master oscillator. 


Detailed information and illustrated folder gladly sup- 
plied upon request. 


M. C. HUNT 
868 Maccabees Bldg., Detroit 2, Mich. 


Distributor for 


H. G. FISCHER & CO. 
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Recommended by Eminent Michigan Physicians 


FLAVOR MELLOWED 4 YEARS IN WOOD 


: Developed by Michigan’s First Registered Pharmacist 
* 


A PREFERRED BEVERAGE FOR HOME AND HOSPITAL 
vant Teieailaaiiall 


GINGER ALE 
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DeNIKE SANITARIUM, Inc. 
Established 1893 
ACUTE AND CHRONIC 
ALCOHOLISM 
AND DRUG ADDICTION 


— Telephones — 


Wa. 3-6333 
CAdillac 2670-2551 


626 E. Grand Bivd., Detroit 7 


A. James DeNike, M.D., Medical Superintendent 























Antibiotics 


Large supply of all of the antibiotics in our 
stock for immediate shipment. 


Streptomycin 
Dihydrostreptomycin 
Bacitracin 
Penicillin 
Procaine Penicillin 


The Rupp & Bowman Company 


315-319 Superior Street 
Toledo 3, Ohio 
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Smith, M.D., John W. Keyes, M.D., J. P. Pratt, M.D,, 
D. E. Szilagyi, M.D., Dwight C. Ensign, M.D., Howard 
P. Doub, M.D., Conrad R. Lam, M.D., Joseph A. John- 
ston, M.D., Gerald O. Grain, M.D., Frank W. Hartman, 
M.D., Robert H. Durham, M.D., Edward L. Quinn, M_D., 
Arthur B. McGraw, M.D., Ormond S. Culp, M.D., Frank 
J. Sladen, M.D., William L. Lowrie, Jr., M.D., Thomas 
J. Heldt, M.D., Clarke M. McColl, M.D., Eugene J. Alex. 
ander, M.D., Leston S. Whitehead, M.D., John G. Mateer, 
M.D., Lawrence S. Fallis, M.D., Joseph H. Shaffer, 
M.D., and Daniel D. Hurst, M.D. 

For information or hotel reservations, write Karl L, 
Swift, M.D., 869 Fisher Building, Detroit 2, Michigan. 


* * * 


My uncle is guaranteed a job for life. He is also guar- 
anteed a fixed annual wage. He is guaranteed food and 
shelter. He is guaranteed an old age pension. He ig 
guaranteed health and accident treatment. MY UNCLE 
IS IN THE PENITENTIARY FOR LIFE. 

P. S. People who want everything guaranteed in this 
world, have to take the surrender of their freedom to 
get it.—St. Louis Pepper Box. 

* * * 


The American Academy of Pediatrics will meet in San 
Francisco in November and the Illinois Chairman, Eugene 
T. McEnery, has asked that we tell you that: “Fellows 
of the American Academy of Pediatrics and their friends 
are cordially invited to join the Special Train for the 
Annual ‘Meeting in November, from Chicago to San Fran- 
cisco. A booklet descriptive of the tour may be secured 
from Mr. W. M. Maloney, Passenger Agent, Room 7iI, 
105 West Adams Street, Chicago 3, Illinois.” 


* * * 


James J. Lightbody, M.D., Detroit, President of the 
Wayne County Medical Society, has been appointed as 
medical director of the Michigan Chapter, Arthritis and 
Rheumatism Foundation. Offices of the Chapter are at 
7338 Woodward Ave., Detroit. 


* * 


The National Society for Crippled Children and Adults 
has been voted an additional grant of $10,000 by Alpha 
Chi Omega, national women’s fraternity, to continue a 
jointly sponsored program for training professional per- 
sonnel to work with the cerebral palsied. The first grant 


of the fraternity was for $15,000 for the two-year pro- 
gram. 
* * * 


The Crippled and Afflicted Children’s Acts require that 
payment shall be refused for any billing received by the 
Michigan Crippled Children Commission more than sixty 
days after the discharge of the patient from the hospital. 
Since this is a statutory requirement and not an admin- 
istrative decision, it is important that physicians realize 
that the Commission has no legal authority to acknowl- 
edge billing that is delinquent beyond the sixty-day 
period. 

A period of approximately two years has elapsed since 


(Continued on Page 1306) 
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THIS BEAM 
OF LIGHT 


Shows What 
Rexair Can Do 





Next time you house-clean, pause a moment by a 
sunlit window. You will see thousands of dust 
motes floating in the beam. 


Light does not produce this dust. It is everywhere 
in the air you breathe. Conventional methods of 
cleaning often fail to eliminate it, by letting dust 
filter back into the air you breathe. 


Wouldn’t you like to clean clean? Wouldn’t you 
like to know that the dust you remove from floors, 
carpets and furniture is eliminated from your house 
forever? You can—with Rexair. 


Rexair has no bag. It uses a pan of water to trap 
dust and dirt. Wet dust cannot fly, and dust cannot 
escape from Rexair’s water bath. You pour the water 
down the drain, and pour the dirt away with it. 


REXAIR DIVISION, MARTIN-PARRY CORP. 
, BOX 964, TOLEDO, OHIO, DEPT F-109 


FREE BOOK—Send for this 
colorful, illustrated 12-page 
book. Shows how Rexair 
does all your cleaning jobs, 
and even “washes” the air 
you breathe. Ask for all the 
copies you can use. No 
obligation. 


PROEESSIONAL PBROTECTIC 


THE 


CAL PROTECTIVE: COMPANY, 


Fort: WAYNE: INDIANA. 


DETROIT Office: George A. Triplett, A. G. Schulz and Richard K. Wind, Representatives 
1015 Majestic Building, Telephone Cadillac 2556 or 1120 
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(Continued from Page 1304) 
the statutes were amended permitting the physicians to 
bill the Commission direct rather than having the hos- 
pitals bill for their services. Shortly after the change in 
this statutory requirement there was some confusion in 


billing procedures, and concessions were made during that 
transition. However, there is no further excuse for mis- 


understanding of the legal requirements and if physician’s 
billing is received more than sixty days after the discharge 
of the patient from the hospital the Commission must 
necessarily deny payment for same. 


It is recommended by the Commission that the physi- 
cians bill the Commission monthly for services rendered 
to patients under the provisions of the Crippled or 
Afflicted Children’s Acts and by so doing they will 
facilitate the early processing of these billings and elimi- 
nate the possibility of delinquent billings. 

# * * 


Roland Randolph’s many friends will be happy to learn 
that he is again enjoying robust health and has rejoined 
his “alma mater,” the Randolph Surgical Supply Com- 
pany of Detroit, as Director of Sales. 

* * # 

Joseph G. Molner, M.D. Detroit, has been selected as 
Health Commissioner of the City of Detroit by the 
Board of Health Commissioners. Congratulations, Dr. 


Molner, and full success in your big job! 
* * # 


Roland M. Athay, M.D., Detroit, has been appointed 
Medical Superintendent of Wayne County General Hos- 
pital, Eloise. Congratulations, Dr. Athay, and all success! 


VAGINAL 
CAPSULES 


TWIAG 


FOR LEUKORRHEA 


mu Douching. and 
Pini 


A vaginal capsule to assist in restoring 
normal acidity of the vagina and inhibit 
increase of the trichomonads. Simple to 
use and economical. Each capsule con- 
tains sulfanilamide 10 grains, lactic acid 
20 mgms in a glycerine and vegetable oil 
base. 


Sample and Literature on Request 


S.J. TUTAG & CO. 


Pharmaceuticals 
VALLEY 2-8439 
800 Barrington Rd. 














Detroit 30 
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PRACTICAL OFFICE PROCEDURES 
IN GYNECOLOGY 


(Continued from Page 1274) 


lin ointment must be washed off with soap and 
water in four hours. If left on too long, the re- 
action from the ointment will cause marked edema 
and pain. Twice daily application of any anes- 
thetic ointment for a couple of days will make 
the patient very comfortable, and she may con- 
tinue her norma) routine. The condylomata will 
shrivel off and disappear in one to two weeks, 
Reapplication, if necessary, should be delayed 
for seven to ten days. The results are good with 
soft warts; however, in our experience the fibrotic 
or “hard” warts are not affected by this therapy. 


10. Urethral caruncles may cause ascending tri- 
gonitis and cystitis, with resultant tenesmus of the 
urinary bladder with frequency and urgency. How- 
ever, many times these lesions are asymptomatic. 
Our therapy consists of electrocauterization. The 
urethra is anesthetized with 1 per cent procaine. 
The nasal tip cautery is used to destroy the everted 
urethra mucosa. The patient is advised to take 
warm sitz baths and urinate in the warm water. 
Some will have dysuria for six to twelve hours, but 
this is transient. Following the cauterization, the 
patient returns weekly for four to five times for 
urethral dilatations. A graduated urethral catheter 
dilator is used. The results have been quite sat- 
isfactory. 


Summary and Conclusions 


1. Ten practical office procedures and common 
conditions in gynecology are presented. 


2. Indications, contraindications and techniques 
are discussed. 


3. These procedures have been proved safe 
and effective, and do not call for hospitalization 
of the patient. 


4. These same procedures are used both in the 
clinic and on private patients. 





The Council on Industrial Health will hold its Tenth 
Annual Congress on Industrial Health at the Roosevelt 
Hotel in New York City, February 20 and 21. 

For copy of Program, write C. M. Peterson, M.D., 
Secretary of the Council, American Medical Association, 
535 No. Dearborn Street, Chicago 10, Illinois: 
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Oliver W. Lohr, M.D., Director 
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Acknowledgment of all books received will be made in this column, 
and this will be deemed by us as a full compensation of those 
sending them. A selection will be made for review, as expedient, 


NUTRITION AND DIET IN HEALTH AND DISEASE: By 
James S. McLester, M.D., Professor of aiomiasne, University ct 
Alabama Birmingham. New, 5th Edition. ges. Philadel. 
phia and London: W. B. Saunders Company, 800 da Price $9.00, 
Values of foods, their composition, and _ utilization 

constitutes the subject matter of this volume of approxi- 
mately 800 pages. It gives in great detail the forms and 
amounts of foods needed in various types of disease, 
tabulations of values, methods of preservation and utili- 
zation. Feeding of certain classes of patients such as in- 
fants, fertility, deficiency diseases, are given chapters and 
detailed study. This book is so full of the latest informa- 
tion, such as vitamins and diets for numerous conditions 
that it should be on the book shelf of every hospital as 
well as the doctor dealing with nutrition. 


* * * 


A DESCRIPTIVE ATLAS OF RADIOGRAPHS AN AID TO 
MODERN CLINICAL METHODS. By A. P. Bertwistle, M.D., 
Ch.B., F.R.C.S.Ed. Seventh Edition, Revised and Enlarged. 
S600. illustrations. St. Louis: C. V. Mosby Co., 1949. Price 


When reviewing a book, one must keep in mind the 
reason for which the book was written. The introduc- 
tion, stated: “The object of this book is to show the 
immense possibilities of x-rays. It is an attempt to 














Cook County Graduate School of Medicine 
ANNOUNCES CONTINUOUS COURSES 


SURGERY—Intensive course in Surgical Seem, two 
weeks, starting October 24, November 28. 
Surgical’ Technique, Surgical Anatomy as Clinical 
Surgery, four weeks, starting October 10, November 7. 
Surgery of Cclon and Rectum, one week, starting Oc- 
tober 10, November 28. 
Esophageal Surgery, one week, starting October 10. 
— and Thyroid Surgery, one week, starting Octo- 
er 10. 
Thoracic Surgery, one week, starting October 3. 
Fractures and Traumatic Surgery, two weeks, starting 
October 3. 
GYNECOLOGY—Intensive Course, two weeks, starting 
October 24. 
Vaginal Approach to Pelvic Surgery, one week, starting 
November 7 
OBSTETRICS—Intensive Course, two weeks, starting 
November 7. 
MEDICINE~—-Intensive General Course, two weeks, 
starting October 3 
Gastroenterology, 7.3 weeks, starting October 24. 
Gastroscopy, two weeks, starting October 24. 
DERMATOLOGY—Formal Course, two weeks, startihg 
October 24. Informal Clinical Course every two 
weeks. 
ROG T OE OLOdy—Sengneatie and Lecture Course 
first Monday of eve 7 month 
Clinical Course third onday ‘of every month. 
X-Ray Therapy every two weeks. 
Cine Sees + ten ey Practical Course every two 
weeks. 


General, Intensive and Special Courses in all Branches of 
Medicine, Surgery and the Specialties. 


TEACHING FACULTY—ATTENDING 
STAFF OF COOK COUNTY HOSPITAL 


Address: REGISTRAR, 427 South Honore Street 
Chicago 12, Illinois 











The Professional Man's 
Broad Form Policy Insures 


loss of money 


by burglary, robbery, theft, larceny, fire, water, mysterious 
disappearance, etc. L risks, excluding fidelity. 


loss of securities 


by burglary, robbery, theft, larceny, fire, water, myster- 
ious disappearance, etc. ... ALL risks, excluding fidelity. 


loss of equipment 


necessary to conduct your business, due to burglary, rob- 
bery, theft or larceny. 


Small Annual Premium 


Ask for details today. 


Whiting onl Whi 


INSURANCE—ALL FORMS 
WOodward 5-3040 


520 FORD BLDG. e DETROIT 26 
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portray, as far as it is possible in the space available, as 
many of the normal and abnormal conditions that are 
encountered in practice. It is written by a clinician for 
clinicians.’ Further down in the introduction, one finds 
this phrase: “. . ., it is primarily intended for the use 
of the clinician who, without being concerned with the 
technical side, yet desires to know what x-rays are 
capable of revealing to him.” 

As stated by the author, this text is intended primarily 
for the clinician. It is well organized and very well il- 
lustrated. The illustrations are numerous and graphic. 
An exceedingly wide range of subjects is covered. For 
the clinician who desires to know whether the use of 
x-ray can help with a specific diagnosis, this book will 
be an excellent guide. 

The author sets out to do a specific thing, and he has 
accomplished his purpose. 


G.T F. 


* * * 


MANUAL OF THE INTERNATIONAL STATISTICAL CLASS- 
IFICATION OF DISEASES, INJURIES AND CAUSES OF 
DEATH. Sixth Revision of the International Lists of Diseases 
and Causes of Death. Adopted 1948, Volume 1. Geneva, Switzer- 
land: World Health Organization, 1948. 
For the first time there is international agreement on 

a uniform method of selecting the main cause of death 

to be tabulated for statistical purposes. This is distinctly 

different from a nomenclature and classification of dis- 
eases. The first international conference took place in 

Paris in 1900, and revisions have been accomplished peri- 

odically since then. Every conceivable cause of death is 





ACCIDENT + HOSPITAL - SICKNESS 


INSURANCE 


FOR PHYSICIANS, SURGEONS, DENTISTS EXCLUSIVELY 








PHYSICIANS 
SURGEONS 
DENTISTS 


Att 
PREMIUMS 
COME FROM 



















$5,000.00 accidental death.............. $8.00 

$25.00 weekly indemnity, accident Quarterly 
and sickness 

$10,000.00 accidental death............ $16.00 

$50.00 weekly indemnity, accident Quarterly 
and sickness 

$15,000.00 accidental death............ $24.00 

$75.00 weekly indemnity, accident Quarterly 
and sickness 

$20,000.00 accidental death............ $32.00 

$100.00 weekly indemnity, accident Quarterly 
and sickness 

Cost has never exceeded amounts shown. 
ALSO HOSPITAL EXPENSE FOR MEMBERS 
WIVES AND CHILDREN 





a 


85c¢ out of each $1.00 gross income used for 
members’ benefits 
$3,700,000.00 $15,700,000.00 
INVESTED ASSETS PAID FOR CLAIMS 


$200,000.00 deposited with State of Nebraska for protection of our members, 


Disability need not be incurred in line of duty—benefits from 
the beginning day of disability 


PHYSICIANS CASUALTY ASSOCIATION 
PHYSICIANS HEALTH ASSOCIATION 


47 years under the same management 
400 First National Bank Bldg., Omaha 2, Nebr. 


Octoser, 1949 
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YOUR PATIENTS CAN 
‘See’ THE DIFFERENCE .. . 


Your knowledge and experience are 
carried through to your patient with 
a good pair of glasses—well fitted 
and precision made. 


You can always depend on Cum- 
mins for prompt and accurate work- 
manship. 


CUMMINS OPTICAL 
COMPANY 


WOodward 1-7346 76 W. Adams 
7th Floor Kales Building 
(Facing Grand Circus Park) 
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ELWOOD TAYLOR 


Elwood Taylor, who serves PM clients in the De- 
troit area. His education was interrupted by near- 
ly five years Army service in both the Medical Ad- 
ministrative Corps and the Air Corps. He is mar- 
ried, has two sons and his hobbies are fishing, 
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gardening and Boxer dogs. 


Ul] pnores stones 
MANAGEMENT 
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Security. Bank AMOR N — Battle Creek 
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A fliated hyo in Other Cities 








grouped in certain categories and given numbers on a 
three-digest basis as 014. If there are subdivisions, the 
number is further divided (014.2) making the four-digit 


categories, and a fifth is also included with a letter, 
thus—E972.3. This is a very interesting book, and would 
be indispensable to a medical statistician. 


* *& * 


BRIDGES’ DIETETICS FOR THE CLINICIAN. By Harry John- 
son, M.D., with twenty-seven contributors. 898 pages. Philadel- 
phia: Lea and Febiger, 1949. Price $12.00. 


This fifth edition supplies a practical addition to the 


armamentarium of the general practitioner, the nutrition- 


al expert, and the home economist. It is a book on dietary 
management—including cognizance of the analysis of 
foods in the edible state—which is readily understandable 
and from which practice can be immediately instituted. 
The contributors include some of the great names in 
Nutritional Medicine. 


The book is divided into three parts. Part I is devoted 
to General Consideration (mechanics, physiology and 
chemistry of digestion, vitamins, structure and practical 
evaluation of foods, tabulation of food factors, and 
acid-base factors in nutrition). Part II gives the dietetic 
management of diseases of adults. Part III (appendix) 
contains a valuable table of nutritive and caloric values 
of foods, covering 226 pages. 

The fifth edition is a helpful book on the shelf of the 
modern practitioner of medicine who must be interested 
in the nutritional problems of his patients,. 
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CLASSIFIED ADVERTISING RATES 


$2.50 per insertion of fifty words or less, with 
an additional five cents per word in excess of fifty. 











FOR SALE: Office examining table, nose and throat 
cabinet, office chair, office stool. All are of steel con- 
struction with white enamel finish. Inquire of H. O. 
Butler, Cedar Lake, Michigan. 


WANTED: General practitioner of medicine. Popula- 
tion 400 to 500, one factory and center of resort area, 
excellent fishing and hunting.. Gaylord 8 miles south 
—population 2,600, has a new hospital and only two 
doctors. Wolverine, 11 miles north—Indian River 20 
miles north have no doctor. Large territory and ex- 
cellent opportunity available. Contact J. D. Brintnell, 
Village Clerk, Vanderbilt, Michigan. 


FOR SALE: Ground floor office with five-room apart- 
ment above on main street in business block, Man- 
chester, Michigan. Vacant since June, 1949. Support- 
ing village and rural population of 3000. Hospitals 
at thirteen and twenty-two miles. Terms to be ar- 
ranged. John Thompson, M.D., Tecumseh, Michigan. 


FOR RENT: Detroit—four-room physicians suite; share 
beautifully furnished waiting room, receptionist. Ideal 
for surgeon, gynecologist or general practitioner. Ex- 
cellent parking and transportation. Referrals avail- 
able to tenant. Rent or lease on very reasonable 
terms. All laboratory, x-ray facilities in building. 
Write 2415 West Grand Boulevard, Detroit 6, Michi- 
gan. Phone Tyler 8-7050. 
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The Mary E. Pogue School 


Complete facilities for training Retarded and 
Epileptic children educationally and __ socially. 
Pupils per teacher strictly limited. Excellent 
educational, physical and occupational therapy 
programs. 

Recreational facilities include riding, group 
games, selected movies under competent super- 
vision of skilled personnel. 


Catalogue on request. 
G. H. Marquardt, M.D. Barclay J. MacGregor 
Medical Director Registrar 


26 GENEVA ROAD, WHEATON, ILL. 


Near Chicago) 
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oy A SRR or ae ee 876 N. Second Street, Muskegon 
ey Se 316 a Union Building. Muskegon 
Pi III ccnacscoveoses evs pchemnnstaeiaasien 51 Ann Avenue, Battle Creek 
_ A ty * “eae 18 East A Street, Tron Mountain 
SS OS RE na eee Metz Building, Grand Rapids 
kD OS) eer cee 2120 ete ER Road, Ann Arbor 
Be Fi NON oo cnsecsiiscrvendaoreciaaingietanccanooass 7 E. Jefferson, Detroit 
Be re INN 25 «: nics asadhieditdscen ieee as read Street, Hillsdale 
les ie II, ss isciicasalsoancancosins tauieecte 99 W. Grand Boulevard, Detroit 
= a | Ree 617 Washington oe Building, Royal Oak 
i IIE 5 sv cgiccomsosasigteacmavoimsiuonian 1067 Fisher Building, Detroit 
ee Se Blodgett Memorial Building, Grand Rapids 
EN ne: 1313 E. Ann Street, Ann Arbor 
I js 5 cecaiacciccucevimasincerssonbelaelatgiaeeeaecnee: 505 Wildwood, Jackson 
OR ee rE ar 458 W. South Street, Kalamazoo 
erg | ES EEE ENS PS RE AR FO. Howell 
eS OO eee —_ aa River Avenue, Detroit 
F. A. Coller, Advisor.. 3 E. Ann Street, Ann Arbor 
F. L. Rector, Secretary..ccccccccsecssseesseeesee ete E. Ann Street. Ann Arbor 

Scientific Radio Committee 
J. M. Sheldon, apse isa cag bcs ache dia cst i geal cuaeipagicstaomasauesnens 

Dept. Eoamretusee Medicine, U. of M., Ann Arbor 
R. E. Boucher.................. 617 wer Square Building, Royal Oak 
Thc Bec: RAINE <n ccersascsncnesinyeensentsterensoth $12 Professional Building, Detroit 
sh 8% SRE 130 Maple Boulevard, Monroe 
ES OS re RA ie 20 Townsend, Lansing 
BE. BE. Prolintd, Atvis00....:....05.:10cscs.cecessse2 1313 E. Ann Street, Ann Arbor 
G. H. Scott, Ph.D.........Dean, Wayne Univ. College of Med., Detroit 
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BP. A. Coller, Chatrimant.........0..200.00.<00-. 1313 E. Ann Street, Ann Arbor 
i K. Heckert... 1105 Bank of Lansing Building, Lansing 

C. Kidner... .1337 David Whitney Building, Detroit 
i Le ae ee 3 University Place, Detroit 
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it’s simple, sure, 
easy to operate 









you change easily 


\ 2 from radiography 
Jf to fluoroscopy 





i (or vice versa) 








vertical or horizontal 
(full length of 
head and torso) 














4 S wy X-ray Keeds 
foo T— and 
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“I want to be able to screen a chest or an 
extremity whenever it seems indicated. 
I want to be able to radiograph a chest 
as part of every physical examination I make — espe- 
cially of new patients. I want to be able to fluoroscope 
and radiograph suspected fractures in the occasional 


\ 
‘ 







emergency cases that come to my Office. 


I can do all that and more, quickly and easily with 
the Picker ‘Meteor.’ Its 15 MA capacity is ample for 
my needs. I’ve had no trouble finding room for it, 
because it doubles as an examination table. It’s a 
quality unit, made by Picker X-Ray . . . they’re the 
people who built the Army Field X-Ray Unit we 
both worked with during the war. And it certainly 
is easy on my budget . . . cost far less than I thought 
I’d have to lay out for such fine equipment.” 


Maybe your situation parallels Dr. Jones’ . . . or maybe 
it’s altogether different. In any case, you can depend on the 
local Picker representative for unbiased advice, because 
the Picker line is a full line, embracing apparatus in every 
range, for every purpose. 
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blank, and send it to us for details. 
Or, if you prefer, call in your local 
Picker representative for the story. 


PICKER X-RAY CORP. 
300 Fourth Ave., New York 10, N. Y. 


a . 
jot Picker “‘Meteor”’ on a prescription 
\* dotuls i prescrip 


PICKER IN MICHIGAN IS AT 1068 MACCABEES BLDG., DETROIT 2, (Temple 1-7171) 


Novemser, 1949 
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MSMS Committee Personnel 


(Continued from Page 1318) 


Committee on Tuberculosis Control 


Cameron Haight, Chairman......2112 Vinewood Boulevard, Ann Arbor 
i SSG Eee Northern annie TB Sanatorium, Gaylord 
ID, Sichsassseiphitincslbusdindasagiatincsuece 1204 Fourth Street, ackson 

A. OS Det Michigan ine of Health, nsing 
2 f(a tRr 458 W. South, Kalamazoo 
R. H. Holmes...... ..316 Hackley Bank Building, Muskegon 
MO ee: 2799 W. Grand Boulevard, Detroit 
Be RR ES: Maybury Sanatorium, Northville 
NN TEES Da IN OIE ETI LOT le Howell 
+ es eee 1337 David ener pies. Detroit 
V. C. Johnson eae ..3825 Brush Street, Detroit 
G. TF. Melean............. "1515 David Whitney Building, Detroit 
eg: SS eee 307 David Whitney Building, Detroit 
SS aaa: Blodgett Hospital, Grand Rapids 
C. J. Stringer mC seneneenamel ore i anatorium, Lansing 
G. C. Tornberg sahaue 124 E. Case Street, Cadillac 
4 A I ii inc ns oirncietickepesesuvsecasnverceueteduiaianadsaiaie raced oeiiamas teal Powers 
R. Van Saskeabue ie uae ante Metz Building, Grand Rapids 
i * | * Shieh REIEE: Ypsilanti State Hospital, Ypsilanti 
O. O. Beck (Advisor re Prison Health)....274 W. Mapl Birmingham 
P. A. Riley (Advisor re Prison Health).......... 500 S. paleo, Jackson 


Committee on Venereal Disease Control 


L. W. Shaffer, Chairman, 724 Hawthorne Rd., Grosse Pointe Woods 
R. S. Breakey. Vice Chairman....1211 Bank of Lansing. Bldg., Louies 
R. C. Crowell.................... 16 Peoples — Bank Building, St. Josep 
Po yO NS eri: 1313 E. Ann Street, Ann Arbor 
a ee 211 Bearinger Building, Saginaw 
Ruth Herrick a Medical Arts Building, Grand Rapids 
R. H. Holmes iccercumiian ..888 First treet, Muskegon 
naan 5s sxenacacpseconidenaiien “1110 ‘David Broderick Tower, Detroit 
“Sear a 2012 Olds Tower Bldg., Lansing 
D. r Siler....... ATRL 1811 N. Michigan Avenue, Saginaw 
SS Macomb County Health Dept., Mt. Clemens 


Joint Committee on Infectious Diarrhea 


G. D. Cummings, Chairman.......... ma ge Dept. of Health, Lansing 
Bernard Bernbaum............cc.-cssscccescsoe-s 922 Maccabees Building, Detroit 
ea I ester csccerisinonsesuacisestsseerarsedpeicetttva ana ere leasant 
L- 4 | See Eee eS 2956 Biddle, Woandette 
9 IIE as grdecvessorcoysen cicsunniecticeein eectapasestrastcctasactabeaatee teeeomeateee Alma 
ey ee 541 David Whitney Building, Detroit 


Public Relations Committee 


L. W. Hull, Chairman................ 1701 David Whitney Building, Detroit 
¢ L. Candler, Vice Chairman....2006 David Broderick Tower, Detroit 












uge IE ryessecuseenduiyssnetuibineed 1318 —_ National Bank, Kalamazoo 
ie FREES: 1029 San — Drive, Grand Ra — 
} RE REE ae: S. Riverside Drive, St. Clair 
fe CRE ome Pe Se Deckerville 
CS A EET 2208 Lakeview, St. Joseph 
ee aaa 1506 Security Bank Building, Battle Creek 
= [5 | esas, 58 Martin Place, ee 
ais i SII ic sessvsccaretoncties tinitenia eueaiinieabenlamlochaiadaitonata ett rayling 
[a A senaerehe 420 Genesee Bank Building Fine 
Ea. WORMED DOQROGE......cccesscossseesese icbinecddanteieidostbalel a 9 Washington, Bay City 
. 2 "a Rae at orey Hospital, Bay City 
L. vf ESTERS: 1101 Daca hitney Bldg., Detroit 
Bg al desctcdscadivasdeguseriodccematianipainanetl Pennock Hospital, "Hastings 
Sf OS eae 452 W. besa Averne, ‘Muskegon 
CR ree 13038 E. Jefferson Detroit 
FF RS EE ON Ed ad Axe 
F 2 Ta a: 1100 Fifth Avenue, Bay City 
Kenneth Johnson......................000 1116 Olds Tower Building, Lansing 
SS RE 1115 Peoples State Bank, Pontiac 
EE. 4 Warren, Detroit 
4 E i, TELL TE, 195 Piper Blvd., Detroit 
ae eer EE RTS 619 Mott Foundation Building, Flint 
XY SARA TERRES ENC er RIO onia 
2 ae McGillicuddy, ....1816 Olds _ _— Lansing 
I dia ccconcy.coveovoneastovensestiontetiesaestctonessheacth 87 N. Pearl, Coldwater 
>) 5 SEER Ey ee 425 River, Manistee 
B. T. Montgomery ...Sault Ste. Marie 
E. §&. NIG sisdibedhisits ducessausidcaoveicadetcéadecnniaimeenteanteai MeCEE Breckenridge 
H. F. Osterhage W. Bay Shore Drive, Traverse City 
He Sees Blodgett Memorial Hes pe, Noy Rapids 
SY 4, Sen See John R., Detroit 
1 SER be ee ee. 620 Maxine Avenue, Flint 
AG ER a a Ne ee ees. Mt. Clemens 
ORE ERIS AE Se ie Charlevoix 
SS ETE 2008 David Broderick Tower, Detroit 
| ae 105 East ‘‘A”’ Street, Iron Mountain 
RE EE RA BARTS OL EE EI Paw Paw 
* 2 See whee  Miahieed Road, Ann Arbor 
Arch Walls.. piliaaieecesesanhedieanaauneee 12065 Wyoming, Detroit 
i ER ...Owosso 
7% > ~° -"?ip PEER "1427 E. “Jefferson, Detroit 
Be Be Tinpsoisdanideccncs chiccsskatennehioesenaiiaconeapdigrantainetisanisniie ieee Calumet 
0 ELT: Madigan Building, Munising 
Ae EG AF ST TNE Rade Utica 


Sub-Committees of Public Relations Committee 


Committee on Newspapers 


Re ane se ae A ee eee Owosso 
Be IN cassesvoccecsnctoiedhanbicovevoeyere 1029 San Jose Drive, Grand Rapids 
ij NN cts cccikes ekg seca ceaconseatvovesbacxaxe ied Piper Blvd., Detroit 
aM IIIT Li ccecacesccacapile cides hincsscbiatacceseecsisiceunticweal 87 N. Pearl, Coldwater 
Committee on Cinema 
SEE TE, Ns RURIINE ossensicesticencaccuseteaccersapneccenes 12065 Wyoming, Detroit 
I, sects Sincrasditeecndiasescndeaiaiataiain ieee ieee emens 





A. E. Schiller 2008 David Broderick Tower, Detroit 


Committee on Public Relations Publications 


Kenneth Johnson, Chairman ........ 1116 Olds Tower > Lansin 
°K, ot SRE eeetar 2208 Lakeview, St. Jooeph 
A 919 Washington, ay City 
pe OS Ea 13038 E. Jefferson, Detroit 
(eS ee 619 Mott Foundation Bldg. , Flint 


Committee on Education Programs in Schools 
and Universities 





Be I IN ccsceoccodasocscncscevspetsctmgusisialapltacipeiewesitanen seus tica 
a5 ae Fisher Body Co., Pontiac 
i, NNN wsndccsiceseidaskensi caupesveatulivesssies ovvéesbrhsntaonetassedtassetieas seepitineetenete Tonia 
. B. Miller .... ...425 River, Manistee 
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Committee on Radio 











C. i. Eee Chairman ....Blodgett Memorial Hospital, Grand Rapids 
C. a 2006 David Broderick Tower, Detroit 
W. "G. MI SIG. cisécacdesxivacecaecousstiotoccescceta’ Mercy Hospital, Bay City 
SR EES LES EB Bad Axe 
i pee pciculeascesbcichchires 215 S. Main, Ann Arbor 
Committee on Mediation 
W. Z. Rundles, Chairman ............ 304 First National Building, Flint 
Be WEE MII sictncindhacsnaisonegnaediaa 505 Pleasant Street, St. Joseph 
Be NINE, ciaciash sccnetecsacancdtcansecccsorneael Metz Building, Grand Rapids 
2 SS ERG: 230 = 3 Building, Bay City 
SN eae 6104 W. Vernor Hwy., Detroit 
Bg IIIS 3 o 9c spovaninagovenaiesxmcverccmnootaa 109 E. Maumee Street, Adrian 
- f. - ae 215 S. Main Street, Ann Arbor 
u— - eee eee ee ee 12065 Wyoming Ave., Detroit 
i, Os NO sci ctcsicteseiecieadcosanecenamtesaatncessaatne Clay Street, Lapeer 
Legislative Committee 
NOE, CIID asctsccesrsessersesvere 901 Prudden Building, Lansin; 
OO EEE LLL, Crystal F; 
Es RE er eee 274 W. Ma apie, Birmingham 
NIN ss sesansiccnacebinbinseosees 14920 Grand River, Detroit 
0 OOS RE ee "420 Genesee Bank Building Flint 
OS ee St. Mary’s menue, Grand Rapids 
SS aS: ony —— Bank Bldg., Battle Creek 
te 320 Townsend Lansing 


= 179 . "Strong Avenue, Musk kegon 

5455 W. Vernor Hi hway, Detroit 

1816 Olds Tower Building,’ Lan ao 
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‘1069 Fisher Building, "\eae 
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souman 31 Second Avenue, Alpena 
S. 804 Hackley Union Bank Bldg., Musk kegon 
C. b saeivinceeppeeavenenela Allen Clinic, Ba 7 
E. INT concxcancgeseviarciaes 216 Medical Arts Building, Grand Rapi 
G. IRE SEE see 206 Security Tower, Battle Creek 
i i es 1514 David Broderick Tower, Detroit 
Di TRI aaa den de Soe tenceocosaneksoueeegpacnesnne Centerville 
ET BNE IR oa cssecosscectssnvcocvcnceecsithssuevebsceeteehdibonhdosethnetctercents Paw Paw 
i a “eae ..Holt 
a OS ar ae 13331 Livernois, Detroit 
+. || aa 1255 David Whitney Bldg., Detroit 
Postgraduate Medical Education Committee 
H. H. Cummings, of Ferny 
Dept. of Postgra 535 Medicine, U. of M., Ann Arbor 
E. : om, Vice — tj eae: 300 W. Ottawa, Lansin; 
B. Corbus pe | RRR RE Metz Building, Grand Rapi 
G. : aaa 401 oo? Bank Building, Flint 
A. eet ssp) Re 1313 E. Ann Street, Ann Arbor 
eye eae 16401 Grand River, — 
John Heidenreich *b80) a aedleissuecepicennediabeapasoiiveiiilecestnstdtetasiovnetaabansill 
Bi Meade: TRIE TUITE ons cals cccccdaaentYalesvtnishcutseaeshabseaiiabiRee'veodpicg ios = 
i) os (eee 500 S. Jackson, Jackson 
ee Sl ee 641 David Whitney Building, Detroit 
4 M. Sheldon it. | SRR 1313 hee Ann Street, Ana, Arbor 
& 3 NN cick sss icccsccasacorcecosshovseasestacieancansbreanen dient Cadillac 
E. OS NEF e 10 Peterboro, Detroit 
F. ° Wome |. | RE 1533 David Whitney Building, Detroit 
G. H. Scott, Ph.D., Acting Dean............ Wayne U. of Med. Detroit 
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‘nfants thrive ig 
BAKER'S 
MODIFIED 


MILK 
BAKER’S HAS 7 
DIETARY ESSENTIALS: Ges 


1. High protein content—ample 
amino acid supply for growth. 





2. An adjusted fat—butterfat replaced. 

3. Two added sugars—lactose and dextrose, 

4. Full requirements of Vitamins A and Bi. 

5. Not less than 800 units of Vitamin D per quart. 
6. Added iron. 


7. Zero curd tension. 


SR. 
4 COUNCIL ON 
Fal FOODS AND S 
SEM IS 


THE BAKER LABORATORIES INC., Cleveland, Ohio pion Oct Son casbore Nec Meee 
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MSMS Committee Personnel V 
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Preventive Medicine Committee Industrial Health Committee 
W. &. Rewemed, CRM rIaaR.....ecccccicccocccesscieseee! 951 Fisher Building, Detroit ae R. Burnell, Chairman.................... 3044 W. Grand Blvd, Detroi } 5 
Max R. Burnell..............c:0000.000- sacvicance 044 W. Grand Blvd., Detroit ~ oe Ae... 1704 Central Tower, Battle Cree' 4 
Te As I co cccseniciesarcisuisuaahioaies alg veadaiists ded dala akced 62 W. Kirby, Detroit : L. Brooks.. ed. Dir., Fisher Body Division, Flin 
G. D. Cumming........... ..Michigan Dept. of Health, Lansing ee a oo ceslcexoch cinco bees Cavsontgnsvoseesauecemen te 5057 Woodward, Detroi } 
H. H. Cummings... Dept. Pos graduate Med., U. of M., Ann Arbor pao Cook. ...... scstnsssssteesseneneneee326 Genesee Bank Bldg., Flin Pl 
he Bil MI ethic cs ccalsabedcabnasigusettdececurenetoitoenaes 65 Moss, Highland Park ee ee 25951 prone Rd., Inkste 1 
as SE Se re oe 2112 Vinewood, Ann Arbor He OES Seg eer eee ey Dow Chemical Co., Midlanc i 
a Se ERS Michigan Dept. of Health, Lansing ene OS IE aia Wks Me 1547 Penobscot Bldg., Detro’ |? 
R B. Kennedy. Fe eect 2108 a 3 erick Tower, Detroit oO. RINNE saceiisaciconctcscovedsassessetiececcemactod 207 N. Walnut, Bay Cit 
= = *. ea es 9 W. Grand Blvd., Detroit 5. Ss. a i oe ee Fisher Body. Pontiac 
a Sa a i313 E. Ann Street, Ann Arbor fe OG OO eee 804 Hackley Union Bank Bldg., Muskegon 
a: E.R Re eee 3852 a ¢ Road, Detroit pe GS SE ee ee Michigan De of Health, Lansing 
f. my Sheldon...... eat Portgredaets Med., U. of M., Ann Arbor 3 | Seer Chevrolet ren Foundry, Sagina’ | ™ 
Sonda... ceitaatnte ...952 David Whitney Bidg., Detroit  . ee Anderson Building, Muskegon Heigl 
Frank lee NO nie ne a ennciccnaceel 419 W. High, Jackson ee ay, ee, Electric Square Building, Menomin 
Bs er INE oceans ccnsnnavencebsateosueevaecinnn’ Metz a - Grand Rapid. 
r m. — Pea re, eo a a poreran, — 
. : : ° ° Pe veniteteacincnnsséqsomatias / roadstone rosse ointe oo 
Advisory Committee to National Foundation for GC. Di Selby, Advisory. Univ. of Michigan Scheel of P. H., A. A 


Infantile Paralysis 











i Te Ce, TNE iia nncocssiinmienigsidmmm tise Traverse City Advisory Committee to Women’s Auxiliary 
. So ee, Deen 2: D. Jeheres, Cheirmes___ 202 Paterson Building, Flint 
“Se 2 Oo 7 RRO ote ga: 324 Professional Bldg., Detroit C. PNR cox 0g Pevensie tct oad eins coscamesSvchnadsan does 51 Eason, Highland Park 
Ry eC ae Shearer Building, Bay City : A. fo PR a: B lodge Nicmorial Hospitals" Grand. Rapid 
t oe eats eet ME RE Rie, ia. Phe PNB orccensersssssnstssrons g ids 
H. H. Stryker.......................Borgess Hospital, Suite 583, Kalamazoo Sherwood ee ne a Oakland Street, St. Yahus 
Se ON as ccc aect nas cscocttcen occecocerereh as) ‘Cass Avenue, Mt. Clemen li 


Ethics Committee Committee of Six to Study Basic Science Act ar 


R. S. Morrish, Chairman (1950)............... 1715 Crescent Drive, Flint Medical Practice Act | 
I i TET ESATA T TE: ronwood 
W. L. Harrigan ( (1933) i Sais aveloneciaeeaaciaam ata i aaa Mt. Pleasant P. L. Ledwidge, Chairman............ 1838 David wotner Bldg., i 
L. C. Harvie (1950).... ede ..405 Wiechman Building, Saginaw Or I Rs sc cccseccntnvacaisocatscaenteiagaantoonieonsiomeeaael 320 Townsend, La 
H. B. Hoffman (1952) .........cccccccccssssessseeeeee 119% Ludington, Ludington Bike ee I csditsnsctadednsenqsessvscereetes 16401 Grand River Avenue, Detioi. | 
Ss FR | | eR ese 754 Fisher Bldg., Detroit sg 7 Ss 5 See ee 1306 Iroquois, Ann Arbo | ‘ 
eS ee 641 David Whitney Bldg., Detroit O. . ~~, . See eee Wayne University, Detroii | 
W. E. Nesbitt (1951)...... ssssstsssesseeeeeeeed Second Avenue, Alpena E. EF REPRE ST See Sa ee eta 123 E. Front St., Traverse City 








The Mary E. Pogue School 


Complete facilities for training Retarded and 
Epileptic children educationally and __ socially. 
Pupils per teacher strictly limited. Excellent 
educational, physical and occupational therapy 
programs. 

Recreational facilities include riding, group 
games, selected movies under competent super- 
vision of skilled personnel. 


Catalogue on request. 


G. H. Marquardt, M.D. Barclay J. MacGregor 
Medical Director Registrar 


26 GENEVA ROAD, WHEATON, ILL. 


(Near Chicago) 

















FOR BOYS AND GIRLS 


EDUCATIONAL, EMOTIONAL AND SPEECH PROB- 
LEMS GIVEN INDIVIDUAL ATTENTION 


tue ANN ARBOR SCHOOL 


For children who do not adjust satisfactorily to 
home and school environment. Academic sub- 
jects, arts, handicraft and physical education. 
Gardening, hikes, safety and health projects, con- 
duct, good manners and a variety of excellent 
: ws ; social programs. University trained speech and 
Address REGISTRAR: 1700 Broadway, Ann Arbor, Michigan education teachers. Write for booklet. 
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You and Your Business 








HIGHLIGHTS OF SEPTEMBER SESSION OF THE COUNCIL 
September 18 and 23, 1949 


® Monthly financial reports and bills payable were 
presented, studied and approved. 


® Harry B. Zemmer, M.D., Lapeer, was appointed 
by President E. F. Sladek as Councilor of the 
7th District, to serve the unexpired term of the 
late T. E. DeGurse, M.D. 


The Committee to Study Health Plans reported 
on its three meetings (July 26, August 15, and 
September 12). The following recommendation 
of the Committee was approved by The Coun- 
cil: 


“The Committee recommends, that in keeping 
with this concept, The House of Delegates 
of the Michigan State Medical Society request 
Michigan Medical Service to: 
(a) Increase the income limits to $5,000 
(b) Increase the schedule of fees paid phy- 
sicians 
(c) Provide that all hospital services of 
physicians, both Medical and Surgical, 
be included as benefits 
(d) Continue all the present forms of 
contracts affecting the $2,500.00 income 
limits.” 


Progress report of the Treasurer (A. S. Brunk, 
M.D., Detroit) was approved. He was author- 
ized to sell any bonds in the portfolio and re- 
invest the money in Government bonds, as per 
recommendation made by the Finance Commit- 
tee in July, 1949. 


Supplemental Report of The Council was pre- 
sented, amended in several paragraphs, and ap- 
proved for presentation to the House of Dele- 
gates on September 19, 1949. 


Committee reports were approved from the 
Rheumatic Fever Control Committee, the Pub- 
lic Relations Committee, the Special Committee 
on Education, the Committee on Uniform Fee 
Schedule for Governmental Agencies, and the 
Special Committee on Post-payment for Medi- 
cal Care to Old-Age Recipients. 
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® President E. F. Sladek, M.D., reported that the 


Michigan State Board of Registration in Medi- 
cine has appointed a committee of five to meet 
jointly with the MSMS committee re Study of 
Medical Practice Acts. The personnel is com- 
posed of L. J. Gariepy, M.D., Detroit, Chair- 
man; Cecil Corley, M.D., Jackson; F. L. Troost, 
M.D., Holt; E. W. Schnoor, M.D. and J. E. 
McIntyre, M.D., ex officio members. 


The Mid-Summer meeting of The Council was 
scheduled for July 16-17-18, 1950, at Ramona 
Park Hotel, Harbor Springs. 


Michigan’s Foremost Family Physician: The 
Special Committee (R. J. Hubbell, M.D., Chair- 
man, W. S. Jones, M.D. and E. A. Osius, M.D.) 
nominated John C. Maxwell, M.D., Paw Paw. 
Nomination was approved by The Council. 


Sarah S. Schooten, M.D., was appointed as 
MSMS representative to the Michigan Nursing 
Center Association. 


A Clinic for the Study of Alcoholism, to be de- 
veloped by Wayne University, was presented by 
W. B. Harm, M.D., and approved by The Coun- 
cil. 


The Public Relations Counsel’s monthly report 
included information on syndication of the “Tell 
Me, Doctor” program and on the rental of the 
MSMS movie, “To Your Health”; also that the 
Michigan State College health survey had been 
completed—complete copies of the report were 
presented to the Councilors, for study; Mr. 
Brenneman also invited all members of The 
Council to attend the Michigan Rural Health 
Conference in Grand Rapids, October 28-29. 
“It’s No Bargain’ the new MSMS pamphlet for 
members of the Woman’s Auxiliary and other 
women has been printed—eventually 125,000 
of these pamphlets will be distributed. 


Resolutions re recent deceased officers of MS- 
MS, Councilor T. E. DeGurse, M.D., and AMA 
Delegate T. K. Gruber, M.D., were read, ap- 
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dom from severe systemic reactions. 
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(brand of sodium iodomethamate) 
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because it is nonirritating to delicate urinary tract membranes. 
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YOU AND YOUR BUSINESS 


HIGHLIGHTS OF SEPTEMBER SESSION © President W. E. Barstow, M.D., announced ap. 
OF THE COUNCIL pointment of chairmen and members of MSMS 
(Continuel from Page 1324) committees for the year 1949-1950, which were 

confirmed by The Council. 
© E. A. Osius, M.D., Chairman of the Liaison 
Committee with the Michigan Medical Assist- 
ants Society, reported on the September 22 


proved by The Council, and referred to the 
House of Delegates. 

® At the September 23 meeting, Chairman O. O. 
Beck, M.D., expressed regret at the departure meeting of this new organization and the adop- 
from The Council of Councilor Dean W. Myers, tion of a constitution and by-laws, previously 
M.D., and Past President P. L. Ledwidge, M.D. approved by MSMS. 
He welcomed the two new Councilors, Drs. J. 
S. DeTar, Milan, and L. W. Hull, Detroit, and 
the new Speaker of the House of Delegates R. 
H. Baker, M.D., Pontiac. 


® Reorganization of The Council: O. O. Beck, 


M.D., Birmingham, was chosen to succeed him- GRASS ROOTS CONFERENCE 

self as Chairman of The Council; R. J. Hub- The Sixth National Conference of County Medical So- 
bell, M.D., Kalamazoo, succeeded himself as ciety Officers will be held in Washington, D. C., during 
Vice Chairman of The Council; E. A. Osius, the Clinical Session of the A.M.A. The meeting is sched- 


M.D., Detroit, was elected as Chairman of the uled for December 8 at 8:00 p.m. in the Hotel Statler. 
FH Deemed. MD All doctors and their wives are invited to attend. 


® Official vote of thanks to all who helped make 
successful the 1949 Annual Session was placed 
on the minutes of The Council. 





Finance Committee; 
Kawkawlin, was elected as Chairman of the Community Health Leadership 


° . ° - ° Outstanding Local Achievements 
Publication Committee ; and J. Duane Miller, The Miracle of Flint—A. L. Tuurt, M.D., Medical Director, 


. ya . , Mott Children’s Center, Flint, Michigan. 
M.D., Grand Rapids, was elected as Chairman Erie County Rings The Bell—Roy L. Scott, M.D., President, 
of the County Societies Committee. Medical Society, County of Erie, Buffalo, ses York. 
i é ‘ — National Programs Depend on Local Achievements 
® Minutes of Joint Meeting of County Societies The American Legion’s Community Development ram— 
‘ ‘ . Georce N. Craic, National Commander, The Rent Ee egion, 
Committee of The Council and the Tuberculosis Brazil, Indiana. 
‘ 4 The Program of the United Mine Workers—Warren F. Draper, 
Control Committee were read and approved. M.D., Executive Medical Officer, Welfare and Retirement Fund, 
U.M.W. of America, Washington, BD. c. 
® . : > 
Several matters referred to The Council by the 5, poctor’s res . 
1949 House of Delegates were acted upon: JosepH Watt, M.D., Past President, Medical Society, District 


Z : of Columbia, Washington, a. & 
(a) Resolution on streamlining of AMA; (b) 


Resolut; di : f 1 ; Stud Here is a program that should be of interest not only 
olution on dispensing of eyeglasses; (c) Study to every medical society officer but also to every member. 


of Councilor Districts (referred by The Council Community Health Leadership—the co-operation of doc- 
to a Special Committee) ; and (d) Consultation tors and laymen where it is needed most and can ac- 
of Doctors of Medicine with non-medical prac- complish the most—is the theme. 


titioners. * * * 


© Nominations for membership _ Michigan State Tuberculosis mortality in the U. S. Zone of Germany 
Board of Registration in Medicine were made to began to rise promptly at the beginning of World War II, 
the Governor for the five vacancies occurring reached a peak in 1945 and progressively declined 
on September 30, 1949, in accordance with the in 1946 and 1947. The extent of the rise was only 


Medical Practice Act. Section 1 moderate as compared with that in several other Euro- 
. ' 


in . ' pean nations.—Puitip SARTWELL, M.D., CuHarues H. 
© Report of Publication Committee (meeting of Mosetey, M.D. and Esmonp R. Lone, M.D., American 


September 22) was approved. Review of Tuberculosis, May, 1949. 























In ChcélitistomLIPSTICK vy “O 
N Checlitis from 

Intractable exfoliative lip dermatoses may often be traced to eosin 

lipstick dyes. Remove the offending irritants, and the symptoms anoex 
often disappear. In lipstick hypersensitivity, prescribe AR-EX NON- a 
PERMANENT LIPSTICK—so cosmetically desirable, yet free from all NON-PERMANENT 
known irritants. Send for Free Formulary. LiPSTICK 





AR-EX COSMETICS, INC. 





1036 W. VAN BUREN ST. CHICAGO 7, ILL. 
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Creamalin, the first aluminum hydroxide 
gel, readily and safely produces sustained 
reduction in gastric acidity. With Creamalin 
there is no compensatory reaction by the 
gastric mucosa, no acid “rebound,” and no 
risk of alkalosis. Through the formation of 
a protective coating and a mild astringent 
effect, nonabsorbable Creamalin soothes 
the irritated gastric mucosa. Thus it rapidly 


Creamalin liquid N.N.R. (peppermint flavored) in 
bottles of 8, 12 and 16 fl. oz. 


Creamalin tablets (not N.N.R.), tins of 12, bottles 
of 50 and 200. Creamalin capsules (not N.N.R.), 
bottles of 24 and 100. Each tablet or capsule is 
equivalent to 1 teaspoonful of Creamalin liquid. 


relieves gastric pain, speeds healing of pep- 
tic ulcer and helps to prevent recurrence. 
Average dose: Peptic ulcer, 2 to 4 tea- 
spoonfuls (or tablets or capsules) with a 
little milk or water every two to four hours. 
Dyspepsia: 2 teaspoonfuls (or tablets or 
capsules) one-half to one hour after meals. 


WINTHROP-STEARNS INC. 
New York 13, N. Y., Windsor, Ont. 


o ® 


TIME TESTED ALUMINUM HYDROXIDE GEL 


Creamalin, trademark reg. U. S. & Canada 
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Osteopaths Demand Right to Care for Crippled-Afflicted 
| Children 


The Michigan Association of Osteopathic Physi- 
cians and Surgeons recently petitioned the Legisla- 
tive Committee on Administrative Rules, State of 
Michigan, for a change in the rules and regulations 
of the Michigan Crippled Children Commission so 
that Michigan osteopaths might be entitled, 
legally, to render service to crippled and afflicted 
children under Michigan’s two Acts which author- 
ize medical service to these wards of the state. 


The Legislative Committee heard the osteopaths 
at an October 5 hearing in Lansing. Besides the 
petition and an exhaustive brief of the osteopaths, 
the Legislative Committee received a memorandum 
from Stephen J. Roth, Michigan Attorney General, 
which stated that the Legislative Committee “has 
no power to consider such plan.” 


The petition of the osteopaths, the memoran- 
dum of the Michigan Attorney General, and the 
final decision of the Legislation Committee on Ad- 
ministrative Rules are printed in toto, as follows: 


MICHIGAN CRIPPLED CHILDREN’S 
COMMISSION 


STATE OF MICHIGAN | 
ss. 
COUNTY OF INGHAM f 


IN THE MATTER OF RECOGNITION 
OF QUALIFIED OSTEOPATHIC PHYSI- 
CIANS AND HOSPITALS FOR CARE OF | 
CRIPPLED CHILDREN 


PETITION FOR A CHANGE IN THE RULES AND 
REGULATIONS OF THE COMMISSION. 


Your Petitioner, the Michigan Association of Osteo- 
pathic Physicians and Surgeons, as official representative 
for all the Osteopathic physicians and surgeons of Michi- 
gan, respectfully petitions that the following changes in 
the rules and regulations of the Michigan Crippled Chil- 
dren’s Commission be made: 


1. That rules 352 and 353 of Section VII of the rules 
and regulations of the Commission be deleted, and sub- 
section (a) of section 362 of section VII be amended to 
read as follows: “For crippled children the hospital must 
maintain orthopedic equipment, a physical therapy de- 
partment, an approved attending orthopedic surgeon and 
approved physiotherapist. Other desirable services are: 


Pediatrics Department 
Clinical Laboratory 
X-ray Department 

Surgical Department 


Anesthesia Department 
Eye, Ear, Nose, Throat Dept. 
Out-patient Department 
Orthopedic Department 


2. That the rules and regulations of the Commission 
incorporated in the state plan presented for the ap- 
proval of the Children’s Bureau of the Federal Security 
Administration be amended to permit the participation 
in the care of crippled children by all qualified physicians 
and hospitals without requiring either directly or in- 


1328 


directly membership to any particular professional asso- 
ciation and without discriminating against any practitioner 
or hospital by reason of the school of practice which that 
hospital or physician represents. 

Your Petitioner requests the changes in the rules and 
regulations of the Commission for the reason that they 
are: 


1. Arbitrary in nature. 
2. Discriminatory in violation of section 24.78a of the 
Compiled Laws of Michigan, 1948. 

3. In excess of the authority granted to the commis- 

sion by the legislature in that the rules: 

(a) Deny equal protection of the law to crippled 
children being cared for by osteopathic physicians 
and to their physicians. 

(b) Tend to foster a monopoly in restraint of trade. 


WHEREFORE, your Petitioner prays that the rules and 
regulations of the Michigan Crippled Children’s Com- 
mission be amended as requested by this petition. 


Michigan Association of Osteopathic 
Physicians and Surgeons 
By Harry Stimson, D.O., President 
Subscribed and sworn to before me this 22nd day of 
June, 1949. 
Otive P. Brooks, 
Notary Public 
My commission Expires: 


February 12, 1950. 





Below is the section referred to by Dr. Harry Stimson 
being Section 8a of Act 88 of 1943 as added by Act 35 
of 1947, (the act which created this committee) 


**Sec. 8a. No rule, or exception to any rule, shall discriminate for 
or against any person, and each and every person affected by any 
rule shall be entitled to the same benefits as any other person under 
the same or similar circumstances.’’ 6c 


* * * 
Memorandum 


To: THE JOINT LEGISLATIVE COMMITTEE 
ON ADMINISTRATIVE RULES 


Rules of the Michigan Crippled Children Commission 


The Attorney General was asked to represent the 
Michigan Crippled Children Commission at the hearing 
on October 5, 1949, before the Legislative Interim Com- 
mittee on Administrative Rules. It is one of the functions 
of the Attorney General to act as counsel for and ad- 
vise state agencies. This function includes the duty of 
the Attorney General to give legal counsel to the Legis- 
lature of which this Committee is a part, when requested. 
The Attorney General therefore feels that if any issue as 
to the desirability of the rules here challenged could be 
lawfully considered by this Committee, it would be 
purely an administrative matter in which the Attorney 
General should not be concerned. However, the At- 
torney General considers it proper to advise this Com- 
mittee as to its powers under Act No. 88, P.A. 1943, as 
amended, and as to the legality of the rules here chal- 
lenged. 


The Michigan Association of Osteopathic Physicians 
and Surgeons has filed a petition asking that the following 
rules of the Crippled Children Commission be deleted: 


352. Hospitals shall be on the registered list of the American 
Medical Association. 


(Continued on Page 1330) 
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WORLD TRAVELER... 
Dietary Dub 


Food customs? He can describe the bill of fare in far 
away places some people never heard of. His personal eating habits, 
however, are those of most men in public life—a feast when the 
hectic schedule permits, just a bite here and there between times. 
And like innumerable others who will not or cannot eat 
properly, these are the half-well, half-sick cases you recognize as 
subclinical vitamin deficiencies. Your first move 
in such cases is dietary reform, but when it comes to the right 
vitamin supplement, remember the name Abbott. In the complete 
Abbott line are single and multivitamin products... in 
liquid, capsule and tablet form . . . for oral and parenteral 
use . . . for supplemental and therapeutic dosage. Your pharmacist 
can supply them in a variety of package sizes. 
Assotr Lazporatories, North Chicago, Illinois. 


SPECIFY 
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CRIPPLED-AFFLICTED CHILDREN 


(Continued from Page 1328) 


%3. Approval by the American College of Surgeons is desirable. 
(In cities with a population of over 25,000, hospitals should be 
approved by the American College of Surgeons. ) 


Also that the following rule be amended as follows: 


362a. For ~~ children the hospital must maintain orthopedic 
equipment, a_ — Therapy Department, an approved attend- 
ing Orthopedic Surgeon and an approved Physiotherapist.’ 


Petitioner claims that these rules violate Section 8a of 
Act No. 88, P.A. 1943, as amended by Act No. 35, P.A. 
1947, which provides: 


*‘No rule, or exception to any rule, shall discriminate for or 
against any person, ard each and every person affected by any 
rule shall be entitled to the same benefits as any other person 
under the same or similar circumstances.’’ 


Petitioner claims that the rules are unauthorized by the 
statutes giving the Crippled Children Commission the 
rule-making power for the reason that they (a) deny 
equal protection of the law to crippled children being 
cared for by osteopathic physicians and to their physi- 
— and (b) tend to foster a monopoly in restraint of 
trade. 

Paragraph number two of the petition will be con- 
sidered separately. 


Powers of the Legislature and the Interim Committee 


Under the 1947 amendment to said Act No. 88, P.A. 
1943, the Legislature reserves the right to approve, alter, 
suspend or abrogate any rule promulgated pursuant to 
the provisions of this act. Section 18 provides that all 
rules heretofore or hereafter promulgated by a state 
agency shall be transmitted to the Secretary of the 
Senate and the Clerk of the House and to each member 
of the Legislature before the first day of the regular 
session following the promulgation of such rules; rules 
promulgated during a session must likewise be so dis- 
tributed. Section 8d provides in substance that rules 
promulgated and not submitted to the Legislature shall 
be filed as in the preceding section and shall be referred 
to any Joint Committee on Administrative Rules created 
as provided in Section 8e. Section 8e creates this Joint 
Committee on Administrative Rules, empowered to meet 
between sessions of the Legislature, and to which shall 
be referred all rules promulgated pursuant to this act 
and which have not been theretofore considered by the 
Legislature. The section then provides: 


“<“* * * The committee so created shall have the power to con- 
sider and to approve the operation of any such rule and to 
suspend until the next regular session of the legislature the 
operation of any such rule not in conformity with the statute 
under which it was promulgated. All such determinations by the 
committee on suspension of a rule shall be final on matters of 
fact, but shall be reviewable as to law. All rules so considered 
by the committee shall be referred by the secretary of the 
Senate and clerk of the House of Representatives in the same 


manner as provided for reference of rules under section 8b 
hereof.’’ 


Under the amended act only the Legislature can delete 
or amend any administrative rule. This Committee is 
not given that power. It therefore has no power to grant 
the prayer of plaintiff’s petition, to delete certain rules 
and amend others. The powers of the Committee are 
limited to considering and approving the operation of 
rules or considering and suspending the operation of rules, 
unless such ryles have previously been considered by the 
Legislature; if they have been so considered, then this 
Committee is given no power even to consider them. 

If they are rules that can be considered by this Com- 
mittee, its power to suspend any rule is limited to a rule 
“not in conformity with the statute under which it was 
promulgated.” In this case the statutes under which the 
rules were promulgated are the so-called Crippled Chil- 
dren’s Act, No. 158, P.A. 1937, as amended, and the 
Afflicted Children’s Act, No. 283, P.A. 1939, as amended. 
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The rules in question were promulgated long before 
Act No. 35, P.A. 1947, creating this Committee, was 
enacted, and under Act No. 88, P.A. 1943, were passed 
upon by the Attorney General and by him declared legal. 
They have been in operation since 1945, and have been 
submitted to the Legislature under amendatory Act No, 
35, P.A. 1947, and it would seem that it should be pre- 
sumed that they have been “considered” by the Legisla- 
ture. If that is the case then there is nothing validly be- 
fore this Committee. 

Assuming that these rules have not been considered by 
the Legislature, and that this Committee can entertain 
the petition, then its sole le%al concern is whether or 
not the rules conform to the statutes under which the 
Crippled Children Commission promulgated them. 


The Legality of the Challenged Rules 


Rules 352 and 353, which petitioner asks be deleted, 
apply to afflicted children. Rule 362a applies only to 
crippled children. Petitioner asks that the words “the 
hospital shall be approved by the American College of 
Surgeons” be deleted from rule 362a. Section 17 of the 
Crippled Children’s Act, No. 158, P.A. 1937, as amended, 
restricts approval of hospitals for crippled children to 
those approved by the American College of Surgeons. 
This rule therefore is simply a repetition of the statutory 
provision. Any inquiry as to the conformity of the 
rule to the statute is foreclosed, and the Committee has no 
power to suspend this rule. 

The Afflicted Children’s Act in Section 3 authorizes 
the Commission to make and enforce rules and regula- 
tions concerning the approval of hospitals, and of treat- 
ment and handling of cases. Rules 352 and 353 re- 
quiring that hospitals shall be on the registered list of 
the American Medical Association are part of certain 
rules applicable in terms to both crippled and afflicted 
children. All hospitals approved by the American Col- 
lege of Surgeons are included in the American Medical 
Association list, so rules 352 and 353 actually apply only 
to afflicted children. I am therefore confused by the 
statement in petitioner’s brief on page 24 that no change 
has been requested in the rules in regard to afflicted 
children, since petitioner has asked that rules 352 and 
353 be deleted. Perhaps petitioner can clarify its posi- 
tion. 

At all events the Afflicted Children’s Act gives the 
Commission complete authority to approve hospitals. 
Rule 352 in effect sets a standard for such approval; 
namely, that it must be on the registered list of the 
American Medical Association, i.e., that it must meet the 
standards of the American Medical Association. 

It seems clear that under the act the Commission is 
without authority to approve an osteopathic hospital. 
Act No. 162, P.A. 1903, which is the act providing for 
regulating and licensing osteopaths, provides in Section 
7 that osteopathy “is hereby declared not to be the 
practice of medicine and surgery * * *.” The Afflicted 
Children’s Act passed in 1939 states in Section 1—“It is 
hereby declared to be the policy of the State to provide 
medical and surgical care for afflicted children * * *.” 
Section 9, covering hospital care and treatment, states 
that the staff of the hospital receiving an afflicted child 
“shall be responsible for the prompt and proper medical 
or surgical treatment of the child * * *. No child shall 
be sent to or received into said hospital unless there is a 
reasonable chance for him to be benefited by the pro- 
posed medical or surgical treatment * * *.” Section 13 
sets a limit on professional fees, referring to them only 
as “surgical and/or medical fees.” Section 17 provides 
for repayment by parents of an afflicted child where 
parents are financially able “for the actual cost of such 
medical or surgical treatment” on terms approved by the 
Probate Judge and the Commission. Thus the act con- 
templates only medical and surgical treatment—not 
osteopathic treatment. The Commission therefore even 
if not precluded from authorizing osteopathic hospitals 


(Continued on Page 1332) 
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CRIPPLED-AFFLICTED CHILDREN 


(Continued from Page 1330) 


is certainly authorized to approve only hospitals meeting 
the standards of the American Medical Association. 

Petitioner says that the rules mentioned are discrimina- 
tory, in violation of Section 8a of Act No. 88, P.A. 1943, 
as amended, quoted above. 

This is a statutory expression of the constitutional pro- 
vision that no person—in this case persons affected by 
administrative rules—shall be denied the equal protec- 
tion of the laws. 

To be entitled to equal protection of the laws a per- 
son must have a right which is entitled to protection. The 
principle is expressed in Tennessee Electric Power Co. uv. 
T.V.A., 306 U.S. 118, 137, in which the United States 
Supreme Court denied the plaintiff’s claim to this pro- 
tection, saying: 


“The principle is without application unless the right invaded is 
a ‘nell g right—one of property, one arising out of contract, one 
protected against tortuous invasion, or one founded on a statute 
which confers a privilege.’’ (underscoring mine) 


Any supposed claim petitioner has is based on the two 
acts administered by the Crippled Children Commission. 
But no rights or privileges whatever are conferred on 
petitioner by these statutes nor on any physicians or hos- 
pitals. The only privileges conferred by either act are 
conferred by the State on crippled and afflicted children. 

The equality protected is the equality of right, not of 
enjoyment. In re Opinion of the Justices, 39 A.L.R. 
1023, 1027. See also Chicago v. Rhine, 363 Il). 619, 105 
A.L.R. 1045. 

If the rules of the Commission had granted privileges 
to some afflicted children and denied it to others in like 
circumstances then Section 8a would be violated. The 
acts and the rules made pursuant to them are for the 
benefit of the children and not doctors or hospitals. 

Petitioner says that the rules challenged deny equal 
protection of the law to crippled children being cared 
for by osteopathic physicians and their physicians. As 
stated above the Crippled Children’s Act itself limits 
hospitals to those approved by the American College of 
Surgeons and rule 362a conforms. However, as far as 
the children are concerned they are the beneficiaries of 
the largess of the State which in these statutes has given 
them the privilege of the treatment conferred ; namely, in 
hospitals approved by the Commission. No rule denies 
them equality of this privilege. 

Petitioner’s contention that the rules challenged tend 
to foster a monopoly in restraint of trade does not merit 
discussion. Maintenance of standards can scarcely be 
called fostering a monopoly. 

Now taking up petitioner’s request sumber two, it asks: 


‘‘That the rules and regulations of the Commission incorporated 
in the state plan presented for the approval of the Children’s Bu- 
reau of the Federal Security Administration be amended to permit 
the participation in the care of crippled children by all qualified 
physicians and hospitals without requiring either directly or in- 
directly membership to any particular professional association and 
without discriminating against any practitioner or hospital by 
reason of the school of practice which that hospital or physi- 
cian represents.”’ 


This request concerns only crippled children and the 
Crippled Children’s Act. As shown above this Committee 
certainly has no authority by statute to amend rules. 

Section 6 of the Crippled Children’s Act is as follows, 
the underscoring being mine: 


**The commission is hereby authorized: 


(a) To formulate and administer a detailed plan or plans for 
purposes specified in section five, and make such rules and 
regulations as may be necessary or desirable for the adminis- 
tration of such plans and the provisions of this act. Any 
such plan shall include provisions for 
1) Financial participation by the state; 
2) Administration of the plan or plans by the commission, 
and supervision by the commission of the administration 
of those services included in the plan or plans which 
are not administered directly by it; 

(3) Such methods of administration as are necessary for ef- 
ficient operation of the plan or plans; 
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(4) Maintenance of records and preparation of reports of 
services rendered; 
(5) Co-operation with medical, health, nursing, and welfare 
groups and organizations, and with any agency of the 
state charged with the administration of laws providin; 
for vocational rehabilitation and special education of 
physically handicapped children. 
(6) Carrying out the purposes specified in section five. 
(b) To expend in accordance with such plan or plans all funds 

made available to the state by the federal government for 
such purposes. 
To co-operate with the federal government, under two, 
title five of the federal social security act, through its ap- 
propriate agency or instrumentality, in developing, extending 
and improving such services, and in the administration of 
such plan or plans.” 


Qa 
~~ 


“Plan or plans” refers to the entire program of care of 
crippled children. Just what petitioner means by referr- 
ing to rules and regulations incorporated in the state 
plan is not clear. The plan or plans amount to a program 
and does not constitute any part of the published rules. 
This Committee has no power to consider such plan or 
plans. It is concerned only with the rules in the Ad- 
ministrative Code. The burden to show that any such 
rules are unauthorized is upon the one who challenges 
such rules. I do not see what there is here for this 
Committee to take up unless specific rules are indicated. 


Respectfully submitted, 
STEPHEN J. Rotu, 
Attorney General 
By G. DoucLas CLAPPERTON 
Assistant Attorney General 


* + 


THE LEGISLATIVE COMMITTEE ON 
ADMINISTRATIVE RULES 
STATE OF MICHIGAN 
LANSING 
October 6, 1949 

Dr. Carlton Dean, Director, 

Crippled Children Commission, 

Hollister Building, 

Lansing, Michigan. 


Dear Dr. Dean: 


After careful consideration of the matters presented by 
the Michigan Crippled Children Commission and the 
representatives of the Michigan Association of Osteo- 
pathic Physicians and Surgeons, with reference to Rules 
No. 352, No. 353 and No. 362, of the Rules and Regula- 
tions of the Michigan Crippled Children Commission, 
the Legislative Committee on Administrative Rules 
reached the following decision: 

The Chairman rules that all questions raised by the 
petition of the Michigan Association of Osteopathic Physi- 
cians and Surgeons were beyond the jurisdiction of the 
committee in that the rules under consideration were in 
conformity with the statute and that action by this com- 
mittee on suspension of such rules would be tantamount 
to amending the statute, thereby usurping the power of 
the legislature. 

The Chairman also stated, with the support of the 
committee that any grievance felt by the plaintiffs in 
this matter should be referred to the legislature at its 
next regular session. 

We thank you for your courteous co-operation with our 
committee in this instance. 

Very truly yours, 


(Signed) Harry PuItuips, 
Vice Chairman 





A number of years ago, we remember reading a very 
exciting story in which all the monetary gold of the 
world was brought together in one place and buried. The 
distressing part of the story was that when a committee 
of financiers finally investigated, they found the money 
had disappeared, and this caused them great worry be- 
cause they did not dare tell the world. 
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Cancer Comment 





CONFERENCE ON CANCER DETECTION 


A Conference on Cancer Detection, sponsored by 
the American Cancer Society, was held at the 
Hotel Wentworth, Portsmouth, New Hampshire, 
on September 9, 10, 11, 1949. By invitation of the 
Cancer. Society, more than sixty delegates were in 
attendance from the following states and the Dis- 
trict of Columbia: California, Connecticut, Dela- 
ware, District of Columbia, Florida, Illinois, Kan- 
sas, Louisiana, Maryland, Massachusetts, Michigan, 
Minnesota, New York, North Carolina, Ohio, 
Oklahoma, Pennsylvania, Rhode Island, Texas, 
Virginia and Washington. 

The purpose of the conference was to discuss 
various medical examination techniques and their 
application to the largest possible number of per- 
sons with the facilities available throughout the 
country. Many different examination plans have 
been tried. Several representative plans and their 
results were discussed. The Hillsdale Plan was 
described and received enthusiastic endorsement as 
a practical answer to the examination of large 
numbers of people. 

The discussions brought out the fact that the 
large majority of physicians were opposed to the 
organized cancer detection center plan of operation. 
Principal objections were the lack of time to give 
to the Center’s work, incompleteness of the ex- 
amination, the excessive cost and the limited capac- 
ity of the center which prevented all but a very 
few from being examined. Speaker after speaker 
emphasized these objections. It was pointed out 
that it would require 195,000 physicians working 
full time to examine everybody in the United 
States semiannually. 

It was agreed that there was a place for a 
detection center in medical teaching institutions 
for instruction of medical students and graduate 
physicians in adequate medical examination proce- 
dures in physical diagnosis. In such centers, a com- 
plete examination should be carried out using all 
facilities and aids necessary to examine every physi- 
ological system. Such examinations would require 
a minimum of one hour to complete. Relatively 
few such examinations would be made but, by vir- 
tue of their thoroughness, their records would 
provide information for statistical analyses of much 
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value. Only asymptomatic persons should be ex- 
amined in such centers. 

It was the consensus of the Conference that all 
other cancer detection examinations should be done 
in the physician’s office. These examinations would 
not be as complete as those just described but 
would be confined to accessible sites as the skin, 
oral cavity, breast, pelvis, rectum, prostate and 
lymph node areas in which sites the large ma- 
jority of cancers are found. Such examinations 
could be further concentrated on specific age or 
sex groups and on fewer sites. Such examinations 
would require from 12 to 30 minutes each, de- 
pending on the body areas included. 

It was emphasized that in connection with the 
shorter examination, all suggestive leads to can- 
cer elsewhere should be explored until cancer was 
proved or disproved. 

All delegates agreed that the greatest value of 
cancer detection centers had been that of lay and 
professional education as to the possibility of 
finding early cancer by such procedures. 

It was pointed out that more attention to cancer 
was being demanded of physicians than the dis- 
ease warranted. In the average medical practice 
cancer was a minor item, and to demand greatly 
increased amounts of the physician’s time would 
require him to slight other and equally important 
elements of his regular practice. 


At the conclusion of the Conference the follow- 
ing principles relative to cancer detection examina- 
tions were adopted: 


1. The Detection Center was developed for the periodic 
examination of apparently well persons. This examina- 
tion involves medical diagnosis and has useful potentials 
in the direction of noncancerous as well as cancerous 
conditions. 


2. Experience has disclosed the fact that Detection 
Center examinations on all citizens are not practicable. 


3. At the same time, it is recognized that a large 
section of the population does visit a physician at least 
annually. If such physicians will perform office physical 
examinations of all patients, it is reasonable to expect 
that most accessible cancers in such persons will be 
diagnosed at a much earlier stage than in the past with 
corresponding increased probability of cure. Further, 
it is desirable that every possible effort be made to 
provide examinations for cancer to those requesting same. 
In brief, it is suggested that every physician’s office or 
clinic become a “Cancer Detection Center.” 


4. In order to demonstrate the value of periodic exam- 
(Continued on Page 1336) 
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Michigan Health Council Presents Membership Certificates 


At a membership dinner of the Michigan Health 
Council held in the Tropical Room at the Detroit- 
Leland Hotel, October 5, membership certificates 
were presented to sixteen statewide organizations 
which have joined the Michigan Health Council to 
date. 

Certificates were presented by A. S. Brunk, 
M.D., Detroit, president of the Michigan Health 
Council, who formally welcomed the new mem- 
bers and invited their full participation in the ex- 
panded activities program. of the Council. 

Starting with four original sponsoring members, 
Michigan State Medical Society, Michigan Med- 
ical Service, Michigan Hospital Service and Michi- 
gan Hospital Association, the following organiza- 
tions have now taken out membership in the 
Michigan Health Council: Michigan Education As- 
sociation, Michigan Health Officers Association, 
Michigan Public Health Association, Michigan 
Farm Bureau, American Cancer Society, Michi- 
gan Division, W. K. Kellogg Foundation, Michigan 
Rural Teachers Association, Michigan State 
Grange, Michigan Agricultural Conference, Michi- 
gan Home Economics Association, Michigan Tu- 
berculosis Association and the Michigan Founda- 
tion for Medical and Health Education, Inc. 

Also recognized were ten community Health 
Councils which have become affiliated as Associate 
Members of the Michigan Health Council. These 
are: Genesee County Health Association, Kalama- 
zoo Health Council, Isabella County Health Coun- 
cil, Metropolitan Detroit Health Council, Wayne 
County Board of Health, Kent County Depart- 
ment of, Social Welfare, Marshall School Health 
Council, Tuberculosis and Health Society of Wayne 
County, Manistee Council of Social Agencies and 
the Charlevoix County Health Council. 


Four additional communities are in the process 
of organizing Community Health Councils with the 
help of the Michigan Health Council, Mr. Gene 
Wiard, Executive Secretary of the Council, re- 
ported to the meeting. Other speakers at the meet- 
ing were E, I. Carr, M.D., Lansing, President of 
the Michigan Foundation for Medical and Health 
Education, Inc., and Hugh W. Brenneman, secre- 
tary of the Michigan Health Council. 


Dr. Carr spoke as chairman of the Michigan 
Rural Health Conference and cited the plans for 
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MICHIGAN HEALTH COUNCIL 


A. S. Brunk, M.D., Detroit, President of the Michi- 
gan Health Council (right), presents the Health Coun- 
cil’s membership certificate to the Michigan State Med- 
ical Society with C. E. Umphrey, M.D., Detroit, MSMS 
President-Elect (center), receiving the scroll. 


A similar certificate was presented to the Michigan 
Foundation for Medical and Health Education, Inc., with 
E. I. Carr, 'M.D., Lansing, its President (left), being 
recipient. 


the October 28 and 29 meeting in Grand Rapids, 
and explained the extensive work the Michigan 
Health Council has done in planning the con- 
ference. 


Mr. Brenneman pointed to the progress made to 
date on the Council’s two major projects, the or- 
ganization of Community Health Councils and 
membership enrollment. He explained that the 
Council plans to continue both of these activities 
aggressively. 





CONFERENCE ON CANCER DETECTION 
(Continued from Page 1334) 


ination of adults without signs or symptoms of cancer 
it is suggested that appropriate agencies continue ‘to sup- 
port detection examinations for eligible cases. Such 
demonstration centers could also serve as sources of in- 
formation on the true incidence of early cancer, and as 
areas of investigation for improved diganostic methods. 

5. The competent screening of large numbers of per- 
sons for cancer (as distinguished from regular or usual 
complete medical examinations) deserves further trial as 
a possible approach to Cancer Control. 


JMSMS 





tes 


For mixed infections 












"AA LIN’ 

























fichi- ML y i “sgh 
Joun- LTE G4 
Med- E. 
[SMS ‘a 2 recOF NITROFURAZON®) or 
OL ue, E (3.NitTRO.2- rurarcenyo® 
PENse © BASE. acorn 
higan ONLY ey oR on THE PRE? ‘ 
with UC aes purse 
heine © uses avanase TO 
’ PARATION Fon TOPICAL 
pids, 
ligan 
con- 
de to 
€ or- 
and & Mee 
he hrome, infected, cutaneous ulcers of hypostatic, decubital or diabetic origin, usually 
vities respond rapidly to topical Furacin therapy. Of 81 such cases specifically mentioned in the 
literature, good results were obtained in 65. The infection, odor and discharge 
usually diminished promptly without delay of healing. Furacin® brand of 
nitrofurazone, is available as Furacin Solution (N.N.R.) and 
Furacin Soluble Dressing (N.N.R.) containing Furacin 0.2%. 
These preparations are indicated for topical application in the 
prophylaxis or treatment of infections of wounds, second him 
and third degree burns, cutaneous ulcers, pyodermas a ny CE / 
and skin grafts. Literature on request. 
ancer 
, sup- EATON LABORATORIES, INC., NORWICH, N. Y. 
= Downing, J. et al.: J. A. M. A. 133:299, 1947 * Johnson, H.: Arch. Dermat. ‘a yh ote he 
Paps & Syph. 57:348. 1948 © Miller, J. et al.: New York State J. Med. 47:2316, 4 ry Mperte Aid 
nd as 1947 ¢ Miller, R. et al.: North Carolina M. J. 9:574, 1948 © Shipley, : 
ods. et al., Surg., Gynec. & Obst. 84:366, 1947. 
per- 
usual 
ial as 
[SMS Novemser, 1949 1337 


Say you saw it in the Journal of the Michigan State Medical Society 











PR In Practice 





Editorial Bouquets To: 


National Recognition of Medical Society leader- 
ship was evidenced at the 1949 National Medical 
Public Relations Conference when C. Allen Payne, 
District CAP leader and 1948-1949 chairman of 
the Advisory Committee to the Woman’s Auxiliary 
MSMS, appeared as one of the main speakers on 
the subject, “Full Utilization of the Woman’s Aux- 
iliary as a Public Relations Force.’ The Woman’s 
Auxiliary MSMS has been cited as having the 
finest program in the country in its Public Re- 
lations aspects . . . Mrs. Fred Kidner, Detroit, 
was instrumental in having more than 250 wires 
and letters sent to Washington recently .. . It 
is reported by H. L. Nigg, M.D., prominent Caro 
doctor that more than fifty wires were sent from 
his community ... H. W. Wiley, M.D., Lansing, 
has joined R. S. Breakey, M.D., also Lansing, in 
working towards the completion of the sex educa- 
tion series for use in Michigan’s schools .. . 
Deckerville’s J. F. Beer, M.D., is one of the lead- 
ing CAP workers in the State—has more than 300 
‘names to date on his “list of 20” . . . Wayne 
County Auxiliary under inspiration of Mrs. Charles 
Barone, President, and Mrs. E. C. Texter, CAP 
leader, has just sent a record of nearly 600 new 
contacts to the state office .. . Fred J. Cady, M.D., 
CAP leader for the active Saginaw County So- 
ciety, recently reported securing ' twenty-eight 
resolutions from non-medical Organizations in his 
Area .. . W. H. Huron, M.D., Iron Mountain, 
indicates a sincere response from letters forwarded 
to Michigan legislators in Washington . . . Mrs. 
R. E. Kalmbach of the Lansing Auxiliary stands 
out as the individual who spearheaded the secur- 
ing of resolutions from women’s organizations in 
and around Lansing—She had secured thirty-three 
resolutions at last report . . . Past-President E. 
F. Sladek, M.D., Traverse City, has interested the 
MSMS in a Committee of the State Legislature 
which is making a study of living conditions among 
migrant workers . . . The Third Annual Michigan 
Rural Health Conference on October 28-29 pro- 
moted better health for rural areas through the 
combined yeoman efforts of laity and medical 
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profession—among the latter being E. I. Carr, 
M.D., Lansing, General Chairman; H. B. Zem- 
mer, M.D., Lapeer, Advisor; Otto K. Engelke, 
M.D., Ann Arbor; J. R. Rodger, M.D., Bellaire; 
L. J. Hirschman, M.D., Detroit, and J. S. DeTar, 
M.D., Milan. Mrs. Gordon Yeo, Big Rapids, ac- 
tive auxiliarite, is busy contacting groups in her 
area while Mrs. Lorenzo Nelson, Baldwin, is hard 
at work distributing thousands of pieces of lit- 
erature . . . Leo F. Chess, M.D., Reed City, is to 
be commended for his recent letter to the editor 
in his area in which he effectively defended the 
medical profession against an attack made in a 
national magazine . . . As has been stated in the 
past, there are many more of you who are distin- 
guishing yourselves and the profession through 
your work in the CAP program. We shall be 
most happy to acknowledge your work in this 
column if a report of accomplishments is sent 
to THE JouRNAL office. 


L. W. Hutt, M.D., Chairman, 


Special Committee on Education 





On October 6, 1949, the FBI moved into the Lansing 
offices of the Michigan State Medical Society and de- 
manded the minutes of all of its Council meetings for 
the past fifteen years. The FBI is making an anti- 
trust probe of the medical organization. Earlier, they 
had demanded the records of Michigan Medical Serv- 
ice, which is the Blue Shield in Michigan—a plan spon- 
sored by the doctors of the Michigan State Medical So- 
ciety—and also had demanded the records of the Wayne 
County Medical Society. The FBI has launched investiga- 
tions of various medical groups throughout the country. 
We are convinced that these are not bona fide anti-trust 
investigations but are for the purpose of bringing dis- 
credit upon the profession. Ridiculously enough, an 
article appeared in the Detroit Free Press on Sunday, 
October 9, 1949. Some “wag” suggested that the 
Treasury Department investigate Fort Knox, Kentucky, 
and see if there is actually 12% thousand tons of gold 
stored there, or to put it in money, $24,603,587,934.57. 
There is just as much sense to this investigation as there 
is to the anti-trust status of our State Medical Societies. 
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if she is one of your patients... 


...She depends on your help for a speedy return to gainful occupation. 
Women seeking employment who are nervous, apprehensive and generally 
distressed by symptoms of the climacteric, may find it difficult to meet 
competition. “Premarin” offers a solution. Many thousand physicians 
prescribe this naturally-occurring, oral estrogen because... 


ed 


. Prompt symptomatic improvement usually follows therapy. 
2. Untoward side-effects are seldom noted. 
3. The sense of well-being so frequently reported tends to quickly 
restore the patient's confidence and normal efficiency. 
4. This ‘‘Plus’’ (the sense of well-being enjoyed by the patient) 
is conducive to a highly satisfactory patient-doctor relationship. 
5. Four potencies provide flexibility of dosage: 2.5 mg., 1.25 mg., 
0.625 mg. and 0.3 mg. tablets; also in liquid form, 0.625 mg. 
in each 4 cc. (1 teaspoonful). 


ee 99 
While sodium estrone sulfate is the principal estrogen © 
in “Premarin,” other equine estrogens...estradiol, j : 
equilin, equilenin, hippulin...are probably also pres- ; of 
ent in varying amounts as water-soluble conjugates. ® * <a 


ESTROGENIC SUBSTANCES (WATER-SOLUBLE) 
also known as CONJUGATED ESTROGENS (equine) 





Ayerst, McKenna & Harrison Limited 22 East 40th Street, New York 16, New York 
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Statement re FBI Investigation 


By O. O. Beck, M.D., Birmingham 
Chairman, The Council MSMS 


The Michigan State Medical Society was con- 
tacted on October 6, 1949, by a representative of 
the Federal Bureau of Investigation with a request 
to review the records of the Society. Full access 
was given to all the minutes and records. 

Otto O. Beck, M.D., Birmingham, Chairman 
of the Council, Michigan State Medical Society, 
made the following statement: 


“We are at a loss to understand the reason for this 
investigation. We have no knowledge as to who made 
a complaint or why it was made. If this investigation is 
part of an effort to incriminate the medical profession 
in the minds of the people simply by accusation, we decry 
the methods used as unAmerican and unfair. 

“Tt is well known that the medical profession in Michi- 
gan has urged forward the movement to provide volun- 
tary health insurance for the people. We sponsored the 
Blue Shield plan and have urged all persons to obtain 
some type of hospital and medical insurance coverage 
whether it be through the Blue Cross-Blue Shield plan 
or through reliable insurance companies or from various 
fraternal, labor and industrial organization plans. 


“On the other hand, it is equally well known that the 
Michigan State Medical Society strongly opposes the 
movement towards socialization in the United States, 
particularly as evidenced in the efforts of some govern- 
mental agencies to foist upon the American people a sys- 
tem of Compulsory Health Insurance. 


“From the literature and minutes of the Michigan 
State Medical Society, it is a very simple task to prove 
that the Society has urged consistently that all persons 
obtain voluntary health insurance; the Society has never 
at any time acted in any fashion to decry other reputable 
pre-paid health insurance plans or to keep any person or 
group from joining plans other than Blue Cross or Blue 
Shield. 


“The Medical Society is a purely voluntary organiza- 
tion. It exercises no coercion on its members other than 
to maintain high standards of ethics. It continually urges 
upon its members an increasing number of public services 
and projects which will maintain freedom of competition, 
higher standards of medical care, better health for the 
American people and the maintenance of the American 
way of life. That is what we are. That is what our 
Michigan State Medical Society will continue to be.” 





A SNEAKY WASHINGTON EFFORT 
TO BULLDOZE MICHIGAN DOCTORS 


The federal government’s employment of the depart- 
ment of justice to THREATEN, MICHIGAN PHYSI- 
CIANS and their medica] insurance plans, is unedifying. 

It looks very much like a cheap, dirty attempt at 
political bulldozing. 

And if it is what it appears, the blame lies not only 
with the justice department but with President Truman 
and his pet “welfare state” adviser, Oscar Ewing. 

We understand the willingness of the doctors of 
Michigan and of the American Medical Association to 
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open their books and records to FBI investigators. They 
know they are VICTIMS of a typical Washington 
smear campaign that they are violating the antitrust 
laws. 

Doctors though, as a rule, are naive in political mat- 
ters. They are saying in effect that they have nothing 
to conceal. 

We wish in this instance they had been a little tougher, 
a little less gentlemanly and co-operative. 

We wish they had told the FBI to go to court if they 
wanted access to any records. That might have forced 
the issue into an immediate public hearing which, in 
turn, probably would have embarrassed Ewing and the 
other welfare state connivers. 


* * * 


After watching the Blue Shield plan (and its older 
brother, the Blue Cross) for a decade, we have seen 
nothing that smacked of interference with any other 
health insurance plan, and there are a number of com- 
petitors in business in Michigan. 

In fact, until] the department of justice said it had 
allegations of trust violation, none had ever heard such a 
charge leveled at Blue Shield. The circumstance that the 
justice department has declined, so far, to say what the 
charges are may be of significance. 

A good many doctors are saying that they don’t think 
the department really has any such charges, and that 
the whole thing is staged simply as a trumped up excuse 
to throw mud on those doctors who oppose Washington’s 
plans for socialized medicine. 

The justice department, of course, denies this. We 
hope that the justice department is not stooping to any 
such cheap political conniving. 

For if this is a political stratagem instigated by the 
social planners, it is the dirtiest sort of meanness. 

On the evidence so far it is hard to avoid the sus- 
picion that that is what is happening. It is suspicious 
that the investigation is begun When the country is 
involved in debating the question. It is curious that the 
investigation happens at a time so appropriate from the 
standpoint of the social planners. 

It is a coincidence, to say the least, that the investiga- 
tion should strike at 16 groups in various parts of the 
country, all at once, and all of them medical societies. 


* + 


So as we see it, the department of justice may be 
putting the physicians to test, but also putting the de- 
partment of justice to test, too. 

If the inquiry comes up with any proof of violation 
of the law, then the violators will be dealt with. 

But if, as the doctors say, no violation exists, what then? 

Will the department of justice, in that case, promptly 
say so? 

‘(Continued on Page 1363) 
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from head to toe 


CEREVIM-fed children showed greater 
clinical improvement, in the following 
nutrition-influenced categories, than 
children fed on ordinary unfortified 
cereal or no cereal at all:! 


hair lustre 

recession of corneal invasion 
retardation of cavities 

condition of gums 

condition of teeth 

skin color 

skeletal maturity 

skeletal mineralization 

*blood plasma vitamin A increase 
*blood plasma vitamin C increase 
subcutaneous tissues 
dermatologic state 

urinary riboflavin output 





musculature 
plantar contact 


Here’s why: CEREVIM is not just a cereal. 


Much more: CEREVIM provides 8 natural 
foods: whole wheat meal, oatmeal, milk 
protein, wheat germ, corn meal, barley, 
Brewers’ dried yeast and malt — PLUS 
added vitamins and minerals. 


CEREVIM, 


Pnoweeemipliminetcciiensaision: 


. "A Study of Enriched Cereal in Child Feeding’’ Urbach, 
C, Mack, P. B., and Stokes, Jr., J: Pediatrics 1:70, 1948. 


*Cerevim contains neither vitamin A nor C but possibly 


exercises an A-and-C sparing effect attributed to its 
high content of protein and major B vitamins. 


M &R DIETETIC LABORATORIES, INC. + Columbus 16, Ohio 


Novemper, 1949 
Say you saw it in the Journal of the Michigan State Medical Society 
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Editorial Comment 





DOCTOR WILKINSON APPOINTED 
TO NEW YORK UNIVERSITY 


Dr. Charles F. Wilkinson, Jr., associate director 
of the Kellogg Foundation’s Division of Medicine 
and assistant professor of medicine at the University 
of Michigan Medical School, Ann Arbor, has been 
appointed professor and chairman of the depart- 
ment of medicine at the Postgraduate Medical 
School, New York University-Bellevue Medical 
Center. Dr. Wilkinson will be director, Fourth 
Medical Division, Bellevue Hospital, and-also direc- 
tor of the department of medicine at University 
Hospital. 

Dr. Wilkinson acted as co-ordinator of graduate 
medical education at the University of Michigan 
Medical School, Ann Arbor, from 1946 to 1948. 
With the Kellogg Foundation he was in charge 
of the development of programs to improve instruc- 
tion for physicians in rural, nonteaching hospitals. 
Dr. Wilkinson served in the Medical Corps of the 
U. S. Army from 1940 to 1946 and was awarded 
the Bronze Star Medal. He has served as assistant 
professor of internal medicine at the University of 
Michigan Medical School and research fellow at 
University Hospital, Ann Arbor. He took his in- 
ternship and residency at the same hospital fol- 
lowing graduation from Emory University School 
of Medicine, Atlanta, in 1937—The Journal 
AMA, Sept. 24, 1949. 


OUR FIRST ROUND 


Mr. Ewing and his fellow travelers in the Fed- 
eral Security Administration in Washington have 
no more sincerity about the health of the American 
people than Bismarck did when he fostered com- 
pulsory health insurance on the people of Germany 


in 1889. It is a matter of record now that in 1934. 


Rex Tugwell informed the late President Roosevelt 
that “there is a small group of people in this coun- 
try numbering about 150,000 who enter the homes 
during the year of practically every inhabitant in 
the nation, and if a way could be devised to con- 
trol this small group, the entire population could 
be controlled, and that small group is the medical 
profession.” For some reason or other, the plan did 
not make much headway until a few months after 
Mr. Truman became president. If the present 
actions of the American Medical Association are 
considered lobbying in Washington, then there are 
no rules and regulations necessary to control lobby- 
ing. No on@vis being bribed for his vote, and 
large sums of money are not being spent in wining 
and dining our legislators to vote for us. The doc- 
tors who have appeared in Washington to oppose 
this legislation are private citizens who have paid 
their own way to the Nation’s capital to interview 
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their own representatives in Congress. And the 
members of Congress are to be complimented for 
listening to their sound judgment.—From Arizona 
Medicine, September, 1949. 


MORAL ISSUES 


There is a tendency in modern thinking not only 
to decry what we consider individualism as being 
antisocial but also to speak of man as a victim 
rather than a molder of his own fate. In speaking 
of major influences in modern thought, Freudian- 
ism and Marxism, Professor Joseph Wood Krutch 
of Columbia University writes, “The two great 
prophets of the nineteenth century, so often regard- 
ed as opposed to one another, have in common at 
least the very important fact that both, whether 
or not they intended anything of the sort, have © 
often been assumed to be assuring us that no man 
can be charged with responsibility for what he is.” 

*% * * 


The medical profession in our country as an 
influential and indispensable social group must face 
the reality of their present position. They have 
other social responsibilities than those of the sick 
room. Today calls for a continuing emphasis of 
the recognized inherent values and ideals of Amer- 
ican medicine. This should be done in .medical 
schools, medical societies, and other professional 
groups to the end that the public will realize what 
these things mean to their own welfare and pro- 
tection. The worth of a doctor is not in man- 
hours.—Editorial, Connecticut State Medical Jour- 
nal, September, 1949. 


WHOSE OX IS GORED 


We read with somewhat mixed feelings that the 
slightly acidulous look on Sir Stafford Cripps’ 
face is due to a digestive complaint and not an 
ideological preference for the austerities of So- 
cialism. While extending Sir Stafford our sincere 
sympathy, we must view his departure on advice 
of his physicians to undergo special treatment in 
Switzerland as a sad blow to the prestige of the 
British Health Plan. 

For more than a year now we have been taught 
to believe that British socialized medicine was all- 
inclusive, cradle-to-the-grave, womb-to-the-tomb. 
We have been told that it covered rich and poor, 
everything from treatments for a simple cold to 
appendectomies, one to a customer. We have heard 
that it provides any and everybody with all the 
outward props that ingenious man has devised to 
bolster for a little time his inevitably disintegrating 
body. False teeth-dentures—upper and _ lower, 

(Continued on Page 1344) 


--JMSMS 





the 
1 for 


zona 


have 
sick 
is of 
mer- 
lical 
onal 
vhat 
pro- 
nan- 
our- 


- the 
pps’ 
t an 

So- 
cere 
vice 
t in 


the 


ight 

all- 
mb. 
Or, 
1 to 
-ard 

the 
1 to 
ting 
wer, 


SMS 





THROAT SPECIALISTS REPORT ON 30-DAY TEST 
OF CAMEL SMOKERS — 











NovemBer, 1949 





ES, these were the findings in a 

total of 2,470 weekly examina- 
tions of hundreds of men and women 
from coast-to-coast who smoked only 
Camels for 30 consecutive days! And 
the smokers in this test averaged one 
to two packages of Camels a day! 


























According to a Nationwide survey: 


MORE DOCTORS 
SMOKE CAMELS 


than any other cigarette ! 


Doctors smoke for pleasure, too! When three 
leading independent research organizations 
asked 113,597 doctors what cigarette they 
smoked, the brand named most was Camel! 


Senta R. J. Reynolds Tobacco Co., Winston-Salem, N.C. 
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GARFIELD 














7 1g $560. 


Complete 


= me ’ with hinged 
ee ee * contour electrode 


; . and a pair of 
~ pads 
MODEL G50 


FCC Type Approved ° No. D-503 
UNDERWRITERS’ LABORATORIES APPROVED 


Approved by the FCC to operate the 
following: 


Pads — Induction Cable 
Sinus Mask — Hinged Drum 
Cuffs — Air Spaced Arms 


Prostatic, Vaginal & Surgery Electrodes 


GUARANTEE: The entire unit, including the 
tube is guaranteed UNCONDITIONALLY for a 
period of TWO YEARS. 


The Medical Supply Corp. 


OF DETROIT 
Temple 1-4588 
3502 Woodward Ave., Detroit 1 
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WHOSE OX IS GORED 
(Continued from Page 1342) 


crowns, bridges and pivots—spectacles, glass eyes, 
artificial limbs, crutches, hearing aids and wigs are 
all on the house. 

We have been told that if an Englishman doesn’t 
like the shape of his nose or the size of his ears, 
a government plastic surgeon will supply others 
more to his taste. We have been assured that gov- 
ernment psychologists are on tap to cure malad- 
justment to working environment, that govern- 
ment psychiatrists are at hand for the care of in- 
sane aunts. 

Goggled-eyed, we have learned that a Briton 
may have free trips to the seashore and a free pram 
for the baby by securing a card of a certain color, 
and that free pills, poultices, plasma or penicillin 
can be had by the simple expedient of filling out a 
form. 

In fact, we have heard that the amount of ink, 
red or black, that has been used. to operate the 
British Health Plan for one year staggers the imag- 
ination and has almost staggered Britain. 

But when the Chancellor of the Exchequer turns 
up with indigestion, British socialized medicine con- 
fesses it is licked. We hope the special treatment in 
perennially solvent Switzerland will effect a lasting 
cure.—Editorial, Richmond News-Leader, July 26, 
1949. 


VOTE OF CONFIDENCE FOR DOCTORS 


Michigan doctors are holding their 84th annual 
Postgraduate Conference this week in Grand 
Rapids. 

They have this year what they sought last year 
—a vote of confidence from the state and the na- 
tion. 

A year ago these members of the Michigan State 
Medical Society met in Detroit, over them the 
bureaucratic storm-clouds of production-line medi- 
cine. 

Last year the doctors met, as now, to improve 
their knowledge of their healing art. 

But overshadowing their study was the threat 
from Washington of a gigantic bureaucracy which 
would make physicians subservient to clerks and 
conscience but an amendment to politics. 

That threat was state medicine. 

But through representatives in Washington, an 
enraged public nailed to the barn door the imme- 
diate threat of socialized medicine. 

A grateful public paid tribute to the healing pro- 
fession. 

The threat of production-line medicine is not 
permanently ended. A malignant cell, it must al- 
ways be feared. 

But this year the Michigan State Medical So- 
ciety can conduct its study with realization that 
most Michigan citizens know and appreciate what 
doctors are trying to do for their patients.”—From 
Detroit Times, September 21, 1949. 
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